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Role of the General Practitioner in the Cure of Cancer 


FREDERICK S. WETHERELL, M. D. 
Syracuse, New York 


;F we pause to reflect for a moment, it will be- 
~ come apparent that the title which heads 
‘his discussion is not, as it may appear to be at 
irst glance, an unwarranted, indirect assertion 
hat cancer can be cured. Anyone who looks back 
ver a twenty-five-year span of practice must have 
had forced into his consciousness the conclusion 
that cancer has been cured, in many instances. 
Cured that.is, as much as for example, a cold is 
cured. Perhaps more so at times. Colds recur 
with disagreeable frequency; malignancies often 
disappear permanently after treatment, the patient 
surviving their removal for a period of many 
years, to die later from other causes. 

Conversely, too, a survey of a quarter century 
of observation will no doubt in all honesty bring 
memories of an unpleasant nature which might 
well have been avoided had we at the proper mo- 
ment been imbued with a diagnostic persistence 
which so easily eludes the unwary or tired physi- 
cian. 

The general practitioner’s lot is not an easy one, 
true enough; but difficult as it may be at times, 
he is nevertheless expected to give proper advice 
to his patients even though he does not lay claim 
to being able to treat them for all of their ail- 
ments. In other words, while not a specialist, he 
is leaned upon by families who look to him for 
direction; direction which will lead them to re- 
gained health. Who is it then, if not the family 
doctor, who is the very keystone of the arch of 
early diagnosis of cancer? The surgeon, the gyne- 
cologist, and the radiologist, are not as a rule 
sought out by the patient with early signs. Occa- 
sionally yes; but in the great aggregate, no. True 
enough, these specialists see many more cases of 
cancer than does the general practitioner; the di- 
agnosis should not escape them so easily. But 
the greatest number of individuals with early can- 
cer is seen by the large group of practitioners; but 
often only a few, only a scattering few, by any one 
of them. And thus arises our problem; the early 
recognition of malignant disease. As physicians 
we accept this responsibility the very moment the 
people of the state license us to practice, and 
that is the reason no doubt for this sort of dis- 
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sertation. Harangue might be a better word for 
it. The like is being done all over our country 
today. States are forming special divisions for 
Cancer Control under direction of their Depart- 
ments of Health. Laymen are organizing educa- 
tional armies under medical direction. The time 
is rapidly approaching when a delayed diagnosis 
of cancer will be the subject of unpleasant debate; 
not by medical men but by an informed public. 
This may cause, at first, a certain amount of re- 
sentment in medical ranks. It need not however, 
for the people whose sufferance allows us to gain 
our livelihood have a right to expect that we come 
up to a reasonable mark of proficiency. Lay educa- 
tion stresses the difficulties encountered in making 
a diagnosis of deep-seated malignancies as well 
as the comparative ease of diagnosis in lesions 
which can be seen or felt. Unfair criticism there- 
fore will be readily answered. 

Medicine is not an exact science. Its advances 
are made by trial and error. A combination of mi- 
croscope and the trained eye of a pathologist is, 
however, quite close to being an exact science. 
Such a combination has been evolved through the 
years as a protection ot the physician who will 
avail himself of its service. When Alexander Pope 
said, “To err is human; to forgive Divine,” he prob- 
ably did not mean to include the second phrase, 
pertaining to forgiveness, as applying to one of 
us, who, having missed a diagnosis, then blinks 
the fact, or excuses himself for his lack of acumen. 
An importuning patient whose arguments per- 
suade his physician to do less than should be done 
in order to arrive at a diagnosis or institute cor- 
rect treatment, cannot be blamed. Once and for 
all we must make it plain that here at least we 
are the lord of all we survey—or should survey. 


IMPORTANCE OF EXAMINATION 

There must be an unflinching insistence, there- 
fore, that our patients submit to such examina- 
tions as will remove all doubt as to the diagnosis 
of questionable signs or symptoms. Whether this 
be done by means of biopsy, or with the aid of the 
roentgen ray; whether it necessitates the employ- 
ment of the bronchoscope, the esophagoscope, the 
laryngoscope or the vaginal speculum, the one 
to be examined must be made to see the necessity 
for the procedure. It seems unfair to expect an 
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intelligent patient to submit to any of this array 
of procedures without information relative to their 
importance. The general practitioner must find 
words to explain the need. With better general 
lay knowledge comes the suspicion that ill healing 
skin blemishes or lumps in the breast or bleeding 
from rectum or vagina may be of a malignant na- 
ture. This is a good omen for it is not unusual 
today to have a patient give a positive answer 
when asked whether he is worrying about cancer. 
I have found the question, “I suppose you are 
worrying about cancer, aren’t you”, a helpful one 
when approaching the subject while taking a his- 
tory. When the answer is “Yes”, the way is open 
for saying, “That being the case, we’ll leave no 
stone unturned to discover the truth”, adding, “but 
even though it is, it surely is an early one which 
can be cured”. While the second part of this quo- 
tation may be pure casuistry, it is nevertheless 
fair, in that it gives hope, and allays fear in some 
measure. This homely illustration has been of 
great help in broaching the subject. It has almost 
without fail eliminated difficulty in getting the 
patient to follow advice regarding diagnostic pro- 
cedures. 
TO TELL OR NOT 

It seems germane to discuss, too, the question of 
informing, or keeping the patient in ignorance of 
his condition when cancer is found. Perhaps we 
had better divide our cases into potentially curable, 
and probably incurable. If the latter, even though 
the sufferer is suspicious, it may be well to mis- 
lead. If the former, I have the firm conviction 
that the patient should be told; which indeed a 
large majority insist on if given the chance; for 
here we are confronted with the necessity for 
good follow-up examinations. Without them, mild 
recurrences, which might be combatted with ir- 
radiation or surgery, will surely get out of con- 
trol. The patient who believes himself to be out of 
danger, often cannot see the need for frequent 
examinations. The family doctor’s position en- 
ables him, at least should make it possible for him, 
to keep in close contact with the patient who needs 
to report for such follow-up. Thus does one part 
of his role unfold. 

A second function which must be assumed by 
the family doctor is one of education. In order to 
do so he will need to keep himself informed re- 
garding the various methods of attack which are 
being utilized by experts in cancer-information- 
propaganda. Here the word “propaganda” is used 
in its good sense. Medical literature of recent 
years abounds with suggestions. The only remu- 
neration is the sense of self-satisfaction which ac- 
companies the accomplishment of an humane en- 
deavor. 


The family doctor is looked upon as a near-god 
by many of his patients—most of them. He need 
but look back to his youth, perhaps to the very 
stimulus which eventuated in his being a physi- 
cian, to see the truth of this statement. All the 
more reason then that he avoid pitfalls, and ac- 
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cept responsibilities, thus eliminating the chance 
that the feet of that god be mixed with straw and 
water, exposed to the sun and end in the wall of 
a utilitarian but soulless building. 


INFORMATION FOR PATIENTS 


People, it seems, must be told that cancer is not 
contagious; is not the result of venery; has no 
stigma attached to it; is not a “hopeless disease”; 
and that it is at worst but a group of cells which 
suddenly find nothing to do but grow in a wild 
and uncontrolled manner. Further that these cells 
may be eradicated in toto if they can be located 
early enough before one or a group of them slip 
out into the blood or lymph to plant themselves 
elsewhere in the body. It must be explained that 
only when these cells (and it may be well to have 
a simple definition of a cell such as its likeness to 
a grape) divide and grow to a large mass do they 
cause pain by pressure on nerves or cause bleed- 
ing by reason of ulceration. 

“But I have no pain, doctor, so how could it be 
cancer?” is a question which must go into Grover 
Cleveland’s “innocuous desuetude”. To put it there 
will be one of the jobs of the family doctor. 

Enlightenment as to curability, will bring pa- 
tients to their physicians early. In order to en- 
lighten, we must ourselves be informed. Study of 
this phase is therefore another function which the 
general practitioner must assume. It is to be feared 
that he has felt that this role should be played 
entirely by the specialist. Nothing could be far- 
ther from the truth, as has been explained above. 
We must realize that a hopeless attitude is not 
warranted when prognosis figures are studied. A 
recent booklet issued by the Division of Cancer 
Control of the New York State Department of 
Health, entitled, “Standards for the Diagnosis and 
Treatment of Cancer”, published by the Iowa 
State Medical Society in 1937, and approved for 
distribution in New York State by the Medical 
Society of the State of New York, is recommended 
for careful perusal’. 

Early diagnostic signs; the theories of the etiol- 
ogy of certain forms of cancer; and methods of 
treatment are therein outlined. It might well be 
used as a handy reference volume by every physi- 
cian in the country. 


CANCER CONTROL AIDS 

While all efforts at making early diagnosis cen- 
ter about the man who first sees the patient, ther 
is no doubt that his role in this capacity should 
be supplemented in some manner. State Govern- 
ments have begun to see the importance of this 
phase of the work. In New York State the De- 
partment of Health has established a Bureau of 
Cancer Control under the direction of Dr. Louis 
C. Kress, who was formerly a surgeon at the Stat« 
Institute for Cancer Research. Cancer has beer 
made a reportable disease in that State. Oppor- 
tunity is thus made for a close check on all pa- 
tients suffering from the disease. Not the least 
of the good to come from such an organization wil! 
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be the ability to follow carefully every case of 
cancer treated. Thus we will eventually discover 
the outcome following different types of treat- 
ment; the length of time elapsed from appearance 
of first symptoms until the patient reported to a 
physician; the length of time before proper diag- 
nosis was made, once the patient did report; and 
the names of all physicians entering the picture 
in each case. The implied moral suasion may be 
read between the lines. Our work will be open to 
criticism although no such idea is fostered by the 
Directors of the New York Bureau. 

Cancer Control Bureaus have an important edu- 
cational function, as can be attested after personal 
observation of the one here mentioned. Lectures 
on diagnosis and treatment are taken to the doc- 
tor’s doorstep. There will be little excuse in the 
near future for pleas of ignorance regarding ad- 
vances in diagnostic technique or treatment. The 
Bureau will also be in a position to assist locali- 
ties in the formation of Tumor Clinics. Such 
Clinics, manned by men who have shown them- 
selves to be especially interested in the diagnosis 
of malignancy, can be of great assistance to the 
family physician. Properly run, a Clinic will func- 
tion solely in a diagnostic capacity; referring pa- 
tients back to the family doctor with the diagno- 
sis and suggestions for proper treatment. This 
American way of doing things will work out prop- 
erly only if the key man then directs his patient 
into proper hands for such treatment. The check- 
up by the Bureau will eventually disclose whether 
this system is good or bad for the patient. If bad, 
the State will without doubt step in and make 
corrections. What they may be can be left to con- 
jecture. Such a contingency, however, need not 
arise. 

TEN AIDS TO MEMORY 

A few personal remembrances of specific na- 
ture will, I hope, not be taken amiss. They may 
suggest ways of avoiding unfortunate experiences. 

I. A nodular goiter has no place in the neck; 
if it doesn’t cause thyrotoxicosis with its attendant 
dangers, it may become malignant. Whether toxic 
or not, it should be removed. This is particularly 
true of the single nodule (fetal adenoma), at any 
age. 

II. A bowel which functions normally for years, 
then suddenly changes this habit, regardless of 
the fact that the patient blames the dysfunction 
on dietary indiscretions, demands investigation by 
digital rectal, sigmoidoscopic, or gastro-intestinal 
X-ray examination. Sad indeed to have such cases 
develop an obstruction due to an annular carci- 
noma while under treatment—sometimes of months 
duration. 

III. Unfortunate too, to have another do a bi- 
opsy on the cervix which has been strip-cauterized 
and tamponed for 6 months, only to find a grade 
2, or 3, epithelioma. 

IV. What chagrin to be called to see the moth- 
er who has been a regular office-caller for years, 
only to learn that an abdominal pain which is ac- 
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companied by a mass in the abdomen, turns out 
that day to be a ruptured malignant papillary 
cystadenoma of the ovary. The enlargement wait- 
ed for years to be discovered. 

V. How sleep well when a mass can finally be 
felt in the epigastrium of man who has been given 
sporadic treatment for his indigestion for years, 
without one x-ray examination of his stomach, 
not done perhaps because he couldn’t afford it; 
the cost equalling the price of a month’s gasoline 
and oil supply. 

VI. The ointment-treated chronic ulcer which 
finally calls for iodex treatment of the regional 
enlarged gland, is also a cause for chagrin, if pos- 
sible. 

VII. The woman who bleeds after her delivery, 
more and more profusely; who has an exhibition 
of ergot and/or pituitrin, until her lungs protest 
by spewing out the blood of a metastatic chori- 
onepithelioma, is not a good picture to sleep on. 

IX. The elderly lady whose vulval leukoplakia 
is seen, but not recognized as a precursor of mal- 
ignancy, until that condition is present. Dressings 
on these cases fall to the lot of the family physi- 
cian. For once he wishes he were a gold miner— 
or a government employee on a survey of rose 
gardens. 

X. There are many more. Let the last one be 
a suggestion on prevention. When there is a fam- 
ily history of carcinoma of the breast, it is well 
to avoid the administration of estrogenic sub- 
stances to a woman of that family. 


COMMENT 

Admittedly the task which confronts us is a 
difficult one. It is more so for the key man, the 
general practitioner, than it is for the specialist. 
The accomplishment of any betterment in the 
mortality rate of this second highest killer, will 
redound to the credit of our profession. As indi- 
viduals we will only have the right to be proud if 
we have helped in the accomplishments which 
justify such pride. 

The early diagnosis of cancer admits of no 
manana. 


REFERENCE 
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DISCUSSION 

Dr. E. A. CAMPBELL (Gallup). I have never 
heard more succulent pronouncements than the 
ten specifics for the cure of cancer that Dr. Weth- 
erell has given us. I shall keep a copy of them in 
the upper right hand drawer of my desk. 

I want to emphasize one expression that Dr. 
Wetherell has used—‘“the signs of cancer’, signs, 
not symptoms, for in a high percentage of cases 
when symptoms are present in cancer the case is 
beyond cure. 

The older I grow, the more I am impressed with 
the fact that malignancy is symptomless until 
made known by its complications, such as inter- 
ference with function, impingement on tissue of 
different cell structure, ulceration, mechanical ob- 
struction etc. So that our hope lies in the physi- 
cian who notes in the minute changes from in- 
dividual normalcy the inception of malignancy, 
and I think he is doing a swell job; for example, 











70 


during the past ten or fifteen years I do not re- 
call a single case of operable cancer of the stom- 
ach that was not worked up by an internist or, 
more frequently, that greatest of physicians, the 
practitioner, and handed to me on a silver platter. 

I was especially glad to hear Dr. Wetherell speak 
so definitely against two-stage operations on the 
breast. A number of years ago in Post Graduate 
we tried to compile some statistics and found about 
ninety per cent recurrences after two-stage opera- 
tions in border-line cases that proved to be carci- 
nomas. If immediate biopsy diagnosis is not 
available, insist upon a radical operation and even 
if you are wrong you are right, becauSe all breast 
neoplasms are potentially malignant. 
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I have frequently had occasion to suggest an 
early sign of gastric malignancy to be a change 
in dietetic inclinations. Even before anorexia 
and aversion to proteids, many cases will crave 
spices, condiments, and acids, due I suppose, to 
reduced gastric acidity, and the family doctor 
notes this change. 


It is almost axiomatic that any unexplained 
anaemia must suggest right-sided cancer and all 
hemorrhoids call for investigation higher up; that 
a proctoscope is as valuable as a stethoscope in 
the forties or so-called cancer bearing age. 


But why paint the lily? The essayist has given 
us real meat to eat, relish, digest and assimilate. 





Treatment of Ununited Fractures of the Neck of the Femur 


WILLIS C. CAMPBELL, M.D., and 
HUGH SMITH, M.D. 
Memphis, Tennessee 


HE enthusiastic reception of internal fixation 
for fresh fractures of the neck of the femur 
has temporarily relegated the problem of ununited 
fractures of this region to the background. Dis- 
tinct advances have been made in the treatment 
of ununited fractures of the femoral neck, con- 
comitant with progress in the treatment of fresh 
fractures. Nonunion is still a common occurrence, 
presenting a clinical problem which demands 
thoughtful study. Even following early diagnosis 
and treatment of the acute fracture by improved 
surgical methods, one must always anticipate a 
certain number of ununited fractures of the neck 
of the femur; the most optimistic figures place 
their incidence at 10%. From inefficient treatment 
or none at all, an even larger number may be ex- 
pected. 
CAUSES OF NONUNION 

The three common causes of nonunion of these 
fractures are: (1) inaccurate reduction, (2) in- 
adequate fixation, and (3) disturbance of the 
blood supply to the head and neck of the femur. 

Inaccurate Reduction. Obviously, in an area 
wherein callus formation is at a low ebb, accurate 
reduction of a fracture is necessary; union takes 
place by endosteal callus, rather than by periosteal 
proliferation. By the Whitman method of treat- 

ement, accurate replacement of the fragments was 

possible; osseous union was secured, however, in 
only 50% of the cases, thus leaving much to be 
desired of the end results of the treatment of 
fresh fractures. 

Inadequate Fixation. While gross immobilization 
of long bones by a cast is sufficient to promote 
union, absolute fixation is an essential prerequisite 
for union in central fractures of the neck of the 
femur. The minute amount of shearing force at 
the fracture site when the hip was immobilized by 
a double spica cast, particularly in obese individ- 
uals, prevented the re-establishment of capillary 
circulation across the fracture line, rapid revascu- 
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larization of the head, and callus formation. By 
the use of internal fixation, osseous union may be 
expected in approximately 85% of cases. This im- 
provement is attributable principally to complete 
and adequate immobilization, which favors early 
repair of circulatory damage and affords an op- 
portunity for more rapid bridging of the fracture 
site by endosteal callus. 


Disturbance of the Circulation to the Head and 
Neck of the Femur. The third and most common 
factor in nonunion at the present time is disturb- 
ance of the blood supply. This factor cannot be 
entirely eliminated. The blood supply to the head 
and neck of the femur comes from three sources: 
(1) the ligamentum teres artery, (2) the nutrient 
artery and its branches through the cancellous 
portion of the neck, and (3) the capsular arteries, 
which constitute the principal source. The circula- 
tion of the nutrient arteries is interrupted follow- 
ing the usual subcapital fracture, thus depriving 
the head of practically its entire blood supply, as 
proved by clinical experience and studies of an- 
atomic specimens. The artery of the ligamentum 
teres alone is not sufficient to maintain viability 
of the femoral head; frequently, in elderly indi- 
viduals this vessel is not patent. Although the op- 
portunity for early repair of vascular channels and 
consolidation of the fracture line by endosteal cal- 
lus is provided by complete fixation, the insertion 
of internal fixation does not absolutely insure the 
process of repair nor the formation of capillaries 
across the fracture site for rapid revascularizatiou 
of a necrotic head. This factor is chiefly respon 
sible for nonunion in the 10% or 15% of cases 
which still must be expected, even following prop- 
er reduction and adequate immobilization. 


COMMENT 


Ununited fracture of the neck of the femur is : 
ccndition which renders the patient a permanen' 
invalid unless surgical treatment is undertaken 
In the presence of a strong fibrous union, walk- 
ing with a decided limp and more or less pain i: 
possible, but the patient’s endurance is poor. Th¢ 
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majority of patients are totally disabled, requiring 
the use of crutches for support. Such a condition, 
however, can no longer be described as hopeless 
or unsurmountable by feasible surgery. 

An operation for ununited fracture of the neck 
of the femur should offer a reasonable assurance 
of (1) relief of pain, (2) sufficient stability for 
ordinary weight-bearing, and (3) a fair range of 
motion. To accomplish this, a firm bony support 
must be provided some portion of the upper ex- 
tremity of the femur by one of the following opera- 
tions: (1) osteosynthesis, (2) reconstruction, or 
3) trochanteric osteotomy. The selection of the 
proper method of treatment is often difficult, tax- 
ng the ingenuity and judgment of the surgeon. 
the general condition of the patient must always 
be the primary consideration. The majority of 
these patients are over sixty years of age and are 
poor surgical risks for the more difficult and 
formidable procedures. Not infrequently, they ex- 
hibit manifestations of disease of the cardiovascu- 
lar system and urinary tract and signs of mental 
deterioration. Roentgenograms should be made in 
the anteroposterior and lateral planes with the 
extremity rotated internally as far as possible, and 
the existing mechanical and physiologic status of 
the hip must be studied with special thought for 
(1) the length of time since the original fracture, 
(2) the viability or nonviability of the head, (3) 
the extent of absorption of the neck, and (4) the 
amount of upward displacemnt of the trochanter. 
After the fresh fracture, the amount of absorp- 
tion of the neck and the degenerative changes in 
the head of the femur increase with the elapse of 
time. Thus, the prospect of securing even a fair- 
ly accurate anatomic restoration becomes less fa- 
vorable as nonunion continues. 


OSTEOSYNTHESIS 

Several factors govern the advisability of a bone 
graft or bone peg operation. The procedure is 
suitable chiefly for comparatively young individ- 
uals, being too extensive for elderly or debilitated 
patients. If treatment is instituted for nonunion 
in the early stage, union is likely to take place 
with less variation from the normal contour of 
the bone. Only moderate absorption and atrophy 
of the head and neck, a viable head, and rela- 
tively little upward displacement of the trochan- 
ter are conditions favorable for the operation. Less 
than 10% of the cases of nonunion of the neck of 
the femur present these requisites; thus, the use- 
fulness of the bone graft operation is limited. 
The method, however, has a definite place in the 
treatment of these fractures; in appropriate cases, 
osseous union and practically normal contour and 
function may be restored. The popularity of the 
bone graft procedure has waned to some extent, 
not only because less extensive operations are avail- 
able, but also on account of the long period of im- 
mobilization required. Possibly fixation of the 
bone graft by metal pins might be more advan- 
tageous, the graft being employed for osteogenic 
purposes and the pins for better fixation, thereby 
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lessening the period of confinement and the mor- 
bidity attendant upon prolonged immobilization in 
a cast. 

If the nonunion is of more than two months’ 
duration, the fracture site is exposed by a Smith- 
Petersen or Watson-Jones incision, the fractured 
surfaces are freshened, and the fragments ac- 
curately reduced. Thereafter, a hole is reamed 
upward through the trochanter, neck and head, 
and a graft which will fit snugly into the hole is 
inserted across the fracture line into the head. 
A fibular graft is preferable to a cortical graft 
from the tibia. Two-view roentgenograms should 
be made to check the position of the reamer pri- 
or to insertion of the graft. 

In patients with nonunion of less than two 
months’ duration, the graft may be inserted un- 
der roentgenographic control without exposure of 
the fracture, provided little or no absorption of 
the neck has occurred and a satisfactory reduc- 
tion can be accomplished. After proper reduction 
of the fracture, which may require preliminary 
traction, a guide wire is inserted through a lateral 
incision upward through the trochanter into the 
neck and head. If the position is correct, a reamer 
is inserted in the same plane and a graft driven 
across the fracture line through the hole thus 
formed. 

Roentgenograms in both planes should be made 
at frequent intervals in order to insure proper 
placement of the reamer and graft. The technic 
is essentially identical to that used in the treat- 
ment of fresh fractures, the graft being inserted 
instead of a nail. 

By the above procedure, union is reported in 
from 60% to 70% of cases, although a subsequent 
osteoarthritis impairs the functional result 25%. 
Undoubtedly, the satisfactory functional results 
of this procedure are far superior to those of the 
best reconstruction operation and better than 
those of trochanteric osteotomy. The applicabil- 
ity of the operation, however, is limited to a small 
group of cases. 


RECONSTRUCTION OPERATIONS 

Reconstruction operations are indicated in the 
presence of a nonviable head with extensive de- 
generative changes, advanced absorption of the 
neck, and excessive upward displacement of the 
trochanter. Briefly stated, reconstruction opera- 
tions are the least desirable of the three common 
types of procedures employed for nonunited frac- 
tures of the neck of the femur, and are now un- 
dertaken only when the status of the hip contra- 
indicates an osteosynthesis or a trochanteric os- 
teotomy. 

The reconstruction operations consist of remod- 
eling of the upper extremity of the distal frag- 
ment, removal of the head of the femur, and the 
insertion of the distal fragment into the acetabu- 
lum for re-establishment of bony support. As a 
rule, the abductor muscles are reattached in a dis- 
tal or lateral position to the femoral shaft in or- 
der to restore leverage action. In the Whitman 





72 SOUTHWESTERN MEDICINE 


reconstruction, the greater trochanter is removed 
with the abductor muscle intact and attached to 
the shaft of the femur. Colonna excises the head, 
severs the tendons of the abductor muscles, places 
the trochanter with its tendinous investment with- 
in the acetabulum, and inserts the detached mus- 
cles at a lower level on the shaft. Albee excises 
the head, performs a longitudinal inverted-L type 
of osteotomy of the upper extremity of the femur, 
displaces the fragment with the greater trochanter 
outward, and inserts a wedge graft, usually the 
head of the femur, into the space thus created 
to maintain the bone-muscle lever in the lateral 
position. In our experience, the Albee procedure 
has proved to be the most satisfactory. The Col- 
onna operation has resulted in a weak hip without 
stability and with a tendency toward spontaneous 
dislocation of the trochanter from the acetabulum. 


Approximately 60% good or fair results and 
40% poor results are to be expected from recon- 
struction operations. The common causes of fail- 
ure are displacement of the neck or trochanter 
from the acetabulum, gluteal weakness and a hip 
limp, arthritic changes and pain in the new joint, 
and a painful knock-knee deformity. Function 
following the best reconstructions is less satisfac- 
tory than those of osteotomies or bone peg op- 
erations. 


TROCHANTERIC OSTEOTOMIES 


Two types of osteotomies are employed for un- 
united fractures of the neck of the femur: (1) the 
high, or intertrochanteric osteotomy, and (2) the 
low, or Schanz osteotomy. The first is carried out 
just above the level of the lesser tubercle and the 
second through the shaft of the femur below the 
lesser tubercle, as a rule, at the approximate level 
of the tuberosity of the ischium. The mechanical 
advantages gained by trochanteric osteotomy are 
as follows: (1) the weight-bearing pedestal is 
shifted into the weight-bearing line of the body, 
i.e., beneath the sacroiliac joint and the head of 
the femur. (2) The shearing force at the fracture 
site is reduced by diminishing the angle of inclin- 
ation between the surfaces of the head and the 
neck; in other words, the fracture line approach- 
es a more horizontal than vertical position. (3) 
Following osteotomy, the position of the greater 
trochanter and the normal leverage action of the 
gluteal muscles is preserved. 


In considering the indications for osteotomy ver- 
sus reconstruction, further experience is necessary 
before positive conclusions can be drawn. In gen- 
eral, however, osteotomy is preferable to recon- 
struction for the following reasons: (1) The op- 
eration is simpler and safer, being particularly 
suitable for elderly and debilitated individuals who 
cannot withstand extensive reconstruction or bone 
graft operations. Definite improvement of an 
otherwise hopeless disability is thus possible. (2) 
The mechanics of osteotomy more closely restore 
anatomic weight-bearing in the hip than recon- 
struction. (3) Subsequent displacement and loss 
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of support are less likely. (4) Function surpasses 
that of the best reconstruction and approximates 
that of osteosynthesis or the bone graft operation. 
(5) The number of good or fair results is higher, 
being approximately 80%. 


Osteotomies are contraindicated (1) when the 
requirements are suitable for a bone graft opera- 
tion, or osteosynthesis; (2) if the fracture is of 
long duration and there is a small, absorbed head 
and extreme lateral or upward displacement of 
the trochanter, in which event a modified Albee 
reconstruction is preferable; or, (3) in the presence 
of an obviously necrotic head with osteoarthritis 
of excessive degree. 


In the majority of cases, the high osteotomy is 
preferable to the low osteotomy, or that below the 
lesser tubercle, in that, (1) the lower fragment is 
more easily placed and held in proper position; (2) 
the distal fragment is in contact with the head, 
which prevents instability from anteversion of the 
neck; (3) there is less danger of increased short- 
ening from displacement and over-riding of the 
fragments; and (4) contact of the shaft with the 
head and neck fragments may possibly promote 
union between all three, which is the ideal end 
result of an osteotomy. 


The technic of the operation is as follows: If 
the lesser trochanter is slightly above the level of 
the lower border of the head, preliminary traction 
may be necessary for several days to decrease the 
shortening. The high osteotomy is performed at 
the level of the lower border of the femoral head, 
the desirable site being just above the level of the 
lesser tubercle on the shaft. Through a short lat- 
eral incision, a drill is inserted along the contem- 
plated osteotomy line, which is slightly oblique. 
The exact level of the osteotomy is predetermined 
by an anteroposterior roentgenogram, the drill 
serving as a marker. After adequate exposure for 
visualization of the operative field, the shaft is 
divided at the predetermined point and displaced 
medially beneath the femoral head. Another roent- 
genogram in the anteroposterior view is made to 
check the position of the fragment. A double spica 
cast is then applied, maintaining the hip in slight 
abduction and flexion. Eight weeks of immobili- 
zation is sufficient. The low osteotomy is per- 
formed in a similar manner at a lower level. 


Following osteotomy, solid osseous union was 
obtained between the head and neck of the fe- 
mur in 12 of 28 of our cases. Although func- 
tional results are btter if union takes place be- 
tween all three fragments, or between the head 
and neck, satisfactory function ensues even 
though nonunion between the head and neck per- 
sists, since the new mechanics of the hip have 
eliminated shearing force at the fracture site, es- 
tablished a bony support, and provided an im- 
proved line of weight-bearing. The following table 
illustrates the influence of the viability of the 
head on union between the head and neck, as ob- 
served in our cases: 
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ad { Union — 8 
Viable he i Nonunion — 9 
{Union — 4 
Necrotic head ) Nonunion 7 


Obviously, from these figures, union between the 
head and neck, or union between all three frag- 
ments with a far superior result is more likely if 
the head is viable. Subsequently, osteoarthritis 
devloped in one viable and three necrotic femoral 
heads following union, and in three heads with 
nonunion. One of these was in the poor result 
group. 

An analysis revealed that 80% of the patients 
obtained satisfactory function following trochan- 
tcrie osteotomy, as follows: 


Total number of patients — 28 
Average age — 60 years 

Good result — 14, or 50% 

Fair result — 8, or 30% 

Poor result — 6, or 20% 


The result was considered good if the patient 
could walk without support and had a good range 
of motion with little or no pain. The result was 
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regarded as fair if the patient required the use of 
a cane for support because of slight weakness or 
instability, but had little pain and was able to re- 
sume reasonable duties and activities. If the pa- 
tient had no better use of the hip than prior to 
osteotomy, the result was classified as poor. 


In view of the relative simplicity of the opera- 
tive procedure, the fact that there was no mor- 
tality in this series, the morbidity was low, and 
a reasonably high percentage of excellent results 
was obtained, we now feel that osteotomy offers 
a solution to the otherwise hopeless problem pre- 
sented by ununited fractures to which reconstruc- 
tion and bone graft operations are not applicable 
because of the extensive surgery involved; further, 
that, under proper conditions, osteotomy may be 
performed in preference to reconstruction, even 
though the patient’s condition justifies the latter 
procedure. Perhaps the conclusions drawn in regard 
to osteotomy are premature, since our experience 
includes only 28 cases, but the results thus far 
have been sufficiently encouraging to warrant 
continued use of the operation when feasible. 


869 Madison Ave. 








Partial Gastrectomy in Certain Cases of Duodenal Cancer 


VERNE C. HUNT, M.D. 
Los Angeles, California 


XPERIENCE gained over a period of years in 
the surgical treatment of a certain type of 
lesion affords an opportunity not only to employ 
the various surgical procedures which have been in 
vogue but also to analyze the immediate and ulti- 
mate results of those procedures. Thus the relative 
merits of the various operations as they are per- 
formed under varying circumstances become most 
impressive insofar as the individual surgeon is con- 
cerned. This is particularly true of duodenal ulcer. 
There is not as yet complete accord among sur- 
geons as to just what type of operation shall be 
employed in cases of duodenal ulcer where the in- 
dications for surgical treatment are entirely clear, 
but crystallization with a convergence of ideas is 
occurring. That a difference of opinion does exist 
among surgeons as to the applicability of the dif- 
ferent types of operation which may be employed in 
the surgical treatment of duodenal ulcer empha- 
sizes the fact so often stated that no one routine 
cperation may be used successfully in all cases. 
Instead, one should select the surgical procedure 
which most nearly fulfills the purpose of surgical 
intervention and which after a thorough survey of 
the situation upon opening the abdomen may be 
carried out with the maximum degree of safety. 
Individualization in selecting the operation is nec- 
essary not only in terms of the purpose of operation 
in a particular instance but also as pertains to the 
general condition of the patient by virtue of asso- 
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ciated disease and as the general condition of the 
patient has been adversely involved by the com- 
plication of the ulcer for which surgical interven- 
tion is instituted. Alternative methods must al- 
ways be available, for while one procedure may be 
preferable and seem to fulfill most nearly the pur- 
poses of surgical intervention, extensive disease, 
previous operations, anatomical anomalies and 
other factors may mitigate against its judicious 
employment. In other words, in the surgical treat- 
ment of duodenal ulcer the surgeon not infre- 
quently is confronted with the problem of choosing 
between an operation of choice and one of expedi- 
ency. In the final selection of an alternative pro- 
cedure over the one of choice it is highly essentia' 
that the primary purpose of the operation is still 
adequately served and that there is minimum com- 
promise in the control of known factors predis- 
posing to reactivation of the ulcer or to new ulcer 
formation. Performing a posterior gastro-enter- 
ostomy and failing to excise the bleeding lesion 
when the primary purpose of the operation is the 
control of bleeding illustrates the point. 

The surgeon must necessarily have definite and 
clear ideas regarding the indications for surgical 
intervention in cases of duodenal ulcer and should 
also have clear ideas regarding the relative merit 
of operations in effecting a cure of the disease 
with a minimum incidence of postoperative re- 
currence or reactivation. It is acknowledged by 
the surgeon and the internist alike that gastric 
acidity and gastric secretion have much to do with 
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recurrent ulcer following medical or surgical meth- 
ods of treatment. In fact, most all methods of 
medical management which have been employed 
and all surgical procedures which have been de- 
signed for the treatment of duodenal ulcer have 
been predicated on the control of gastric acidity 
and gastric secretion through either dilution, neu- 
tralization or quantitative reduction. It is well 
known that the results of treatment in duodenal 
ulcer, whether that treatment is medical or surgical, 
depend upon adequate control of gastric acidity 
and gastric secretion. 


OBJECTIVES OF OPERATION 

The surgeon experienced in the performance of 
operations for gastroduodenal lesions has become as 
thoroughly convinced as the internist that the 
uncomplicated ulcer is seldom if ever a surgical 
disease. In the complicated duodenal ulcer the 
purpose of operation is clearly defined. Three 
complications are generally recognized as distinct 
indications for surgical treatment, and not neces- 
sarily in the order of their frequency or gravity, 
they are perforation, hemorrhage and cicatricial 
pyloric stenosis with gastric retention. A fourth 
complication of rather infrequent occurrence, but 
one now generally recognized as a distinct in- 
dication for surgical intervention, is proved or 
established intractability to or impracticability of 
medical management as exhibited by repeated re- 
currences. Perforation of a duodenal ulcer is of 
two types: the acute free perforation and the pro- 
tective perforation. The latter often penetrates 
nearby structures, most frequently the pancreas. 
In the acute free perforation of a duodenal ulcer 
the surgeon’s responsibility is solely that of saving 
a life through a hasty closure of the perforation. 
That a recurrence of symptoms frequently follows 
recovery from an acute perforation and its closure, 
and that a subsequent operation curative in purpose 
is necessary in many instances, are entirely beside 
the point. The purpose of an operation in the 
hemorrhagic or bleeding ulcer is the control of 
past, present or future bleeding. In the ulcer which 
has progressed to cicatricial pyloric stenosis with 
resultant gastric retention, drainage of the stomach 
comprises the chief objective of operation. The 
ulcer which recurs after a simple closure of an 
acute perforation, the penetrating duodenal ulcer, 
and those duodenal ulcers in which neither acute 
perforation, bleeding nor cicatricial pyloric stenosis 
has occurred, but which have proved resistant to 
medical management, comprise a group of cases in 
which cure of the disease is the primary and all- 
important purpose of surgical intervention. No 
single procedure serves the purpose of operation 
under all of these varying circumstances with a 
maximum assurance of good results. 


SURGICAL PROCEDURES 
In discussing the surgical treatment of duodenal 
ulcer at this time, it is necessary to bear in mind 
that it is only the ulcer in which one or another 
complication has occurred that is now quite unani- 
mously accepted as a surgical disease, whereas 
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heretofore—and for a good many years—the un- 
complicated ulcer has in the experience of many 
comprised a respectable percentage of cases in 
which various operations were performed. Experi- 
ence through the years has proved that usually the 
uncomplicated duodenal ulcer responds so well to 
painstaking medical treatment that surgical inter- 
vention is rarely necessary or justified. Experience 
has likewise proved that the results following the 
relatively conservative operations in the uncompli- 
cated ulcer are not good, and that the seriousness 
of the disease in uncomplicated duodenal ulcer is 
not sufficiently great to justify either the magni- 
tude or risk of a partial gastrectomy. In other 
words, the disease must be serious and complicated 
in order that the results of surgical treatment may 
be good. 

An insidious change has occurred during recent 
years in the employment of certain surgical pro- 
cedures in duodenal ulcer—not an arbitrary change 
—but an entirely natural and justifiable change 
entirely in keeping with the increasing magnitude 
of the problems of duodenal ulcer which are largely 
those of the complications. The surgical duodenal 
ulcer is no longer the benign lesion amenable to 
relatively benign and conservative surgical pro- 
cedures. By this it is not to be inferred that the 
disease differs materially from the disease of the 
past, but rather that relatively benign duodenal 
ulcer is no longer regarded as a surgical ulcer. 
Inasmuch as practically all surgical duodenal ul- 
cers today are complicated in one way or anoth- 
er, major problems are encountered whereby the 
purposes of the surgical procedures are usually 
not adequately served by the relatively benign 
conservative operations, which through neces- 
sity rather than choice have been relegated to an 
inferior status and have been superseded in many 
instances by partial gastrectomy. Please do not 
infer from this statement of mine that many of the 
conservative operations which have been used in 
the past have become obsolete and no longer pos- 
sess merit. There still remains a distinct place at 
least for posterior gastro-enterostomy and lateral 
gastroduodenostomy. For the purpose of providing 
adequate drainage of the stomach in those cases o! 
cicatricial pyloric stenosis of chronic duodena! 
ulcer, a properly executed posterior gastro-enter- 
ostomy remains a procedure with results unsur- 
passed by any other type of operation. The Jabou- 
lay operation of lateral gastroduodenostomy a: 
modified by others likewise retains a position 0: 
usefulness in certain carefully selected cases 0! 
duodenal ulcer. The various types of operation: 
which may be grouped together and designated a: 
pyloroplasty, with or without excision of the ulcer. 
have surrendered their relatively high status 0: 
former years because of their own inapplicabilit; 
to the surgical duodenal ulcer and its complications 
of today. 

The operation of posterior gastro-enterostom; 
has lost prestige—unjustly so in my opinion— 
largely on the grounds of a variably reported in- 
cidence of new ulcer at or about the stoma. That 
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such a new ulcer at or about the stoma does occur 
may not be denied successfully, but that gastro- 
jejunal and jejunal ulcers occur frequently follow- 
ing a properly executed gastro-enterostomy in 
cases where the indications for that operation have 
been rigidly adhered to, is a statement which is 
immediately subject to vigorous challenge. The 
high incidence of gastrojejunal and jejunal ulcer 
has occurred through the injudicious employment 
of gastro-enterostomy in the uncomplicated duo- 
denal ulcer. Faulty execution of the gastrojejunal 
anastomosis, not only as concerns the position of 
the stoma in the stomach and in the jejunum, but 
also aS concerns the mechanics of the gastro-intes- 
tinal union, has served to defeat the purpose of 
surgical intervention, namely, drainage of the 
stomach and reduction of gastric acidity through 
dilution and neutralization by duodenal and jejunal 
content. The former wide field of usefulness of 
the operation of gastro-enterostomy has narrowed 
considerably during recent years, but this does not 
reflect upon the merits of the operation as it is 
employed in the condition for which it was orig- 
inally devised, namely, that of organic pyloric 
obstruction. Instead, experience has proved that 
through the employment of gastro-enterostomy the 
purposes of surgical intervention are usually inade- 
quately served in the complicated, surgical duodenal 
ulcer of today except when that complication is 
cicatricial pyloric stenosis secondary to a chronic 
duodenal ulcer or due to cicatrization subsequent to 
simple closure of an acute perforation. 


PARTIAL GASTRECTOMY 

Even though the conservative operations as they 
have been employed in the past in the hemorrhagic 
or recurrently bleeding ulcer have been successful 
in a certain number and percentage of cases, the 
assurance against future bleeding has not been 
great. Experience by this time substantiates the 
idea that past, present and future hemorrhage from 
a duodenal ulcer may be permanently controlled 
only through excision of the ulcer and usually this 
is most advantageously accomplished by perform- 
ing a partial gastrectomy. Many bleeding duodenal 
ulcers are situated on the posterior wall of the duo- 
denum, and adequate access to this area to facili- 
tate excision of the ulcer-bearing portion of the 
duodenum is often gained only after transecting the 
stomach at some level proximal to the pylorus. 


The penetrating ulcer of the duodenum, particu- 
larly the ulcer of the posterior wall, in which a 
protective perforation with subsequent penetration 
of the pancreas has occurred, presents technical 
problems, the satisfactory solution of which in 
many instances is found only through transection 
of the stomach with removal of its distal portion 
and the first part of the duodenum to a level just 
below the ulcer. Similar problems are not infre- 
quently encountered when recurrence of an ulcer 
following the simple closure of an acute perforation 
requires subsequent surgical consideration, and the 
solution to these problems is likewise at times to be 
found only through removal of a part of the 
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stomach. It is not my desire to leave the impres- 
sion that when a partial gastrectomy is performed 
for duodenal ulcer the ulcer-bearing area of the 
duodenum should always be included in the re- 
section. It may be stated, however, that failure to 
include the bleeding ulcer within the scope of the 
resection constitutes a serious compromise of the 
primary purpose of an operation for this particular 
complication. 


Granting the necessity for excision of certain 
duodenal ulcers and the exclusion from the gastro- 
duodenal tract of such others as the posterior pene- 
trating ulcer, the statement is in order that fre- 
quently this can all be accomplished by conservative 
transduodenal methods or by pylorectomy, with 
little sacrifice of the stomach itself, thus facilitat- 
ing restoration of gastroduodenal continuity. To 
this statement I wholeheartedly subscribe. Even 
though excision of a duodenal ulcer on the posterior 
wall of the duodenum may be accomplished by one 
or the other of these relatively conservative opera- 
tions, the incidence of recurrent ulcer is suffi- 
ciently great to leave me, at least, with a total lack 
of ability to select the cases in which such con- 
servative operations might afford the maximum 
assurance against a recurrence of the ulcer. Again, 
it is not my desire to leave the impression that a 
field of usefulness for these conservative operations 
does not exist. There are instances in which for 
one reason or another the magnitude of a partial 
gastrectomy with its attendant risk is such that it 
outweighs the probability of recurrent ulcer follow- 
ing one of the conservative operations referred to 
previously, and wherein one may find the applica- 
bility of one of them to be preferable. 


When one is in quest of the surgical procedure 
which will provide the greatest assurance against 
recurrence of ulcer, certain physiologic processes 
must receive due consideration. All surgical pro- 
cedures for duodenal ulcer provide in theory at 
least and in fact in some, for the control of gastric 
acidity and gastric secretion through either dilu- 
tion, neutralization or quantitative reduction. In 
the conservative operations, dilution and neutral- 
ization must be relied upon for the control of gas- 
tric acidity. Without bringing together the data at 
this time, it may be said that there is considerable 
evidence at hand to support the idea that dilution 
and neutralization of the acid in the gastric secre- 
tion is greatly enhanced if the duodenal content is 
made available to the gastric content at or imme- 
diately below the level of its highest alkalinity, 
namely, the second and third portions of the duo- 
denum; also if the duodenal content is made avail- 
able to the gastric content for admixture through 
a downstream by-pass instead of through upstream 
regurgitation. Experience tends to support strong- 
ly the idea that if one wishes to employ a conserva- 
tive operation whereby the duodenal ulcer may be 
excised and the gastric acidity controlled through 
dilution and neutralization, prepyloric transection 
of the stomach with pylorectomy and resection of 
the ulcer-bearing portion of the duodenum, fol- 
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lowed by the low end-to-side gastroduodenostomy 
of Haberer affords maximum assurance against re- 
current ulcer insofar as conservative operations are 
concerned. The applicability of this operation is 
not. universal. 


Many factors have contributed to the necessity 
or advisability of utilizing partial gastrectomy in 
the treatment of the surgical duodenal ulcer. In 
performing partial gastrectomy many duodenal 
ulcers can be excised, and the control of gastric 
acidity is materially enhanced not only through 
quantitative reduction of gastric secretion but 
through neutralization and dilution of gastric acid- 
ity by the alkaline jejunal content as well. In the 
quantitative reduction of gastric secretion by gas- 
tric resection two vital questions arise: (1) How 
much shall the gastric secretion and gastric acidity 
be quantitatively reduced? (2) How much of the 
stomach shall be removed to provide the desired 
reduction? To my knowledge no one has as yet 
provided an acceptable and satisfactory answer to 
either of these questions. These questions, of 
course, have to do with the problem of recurrent 
ulcer following gastrectomy. It should be stated 
that an anastomotic or jejunal ulcer does develop 
in a small percentage of cases following partial 
gastrectomy for duodenal ulcer. Heuer’s collective 
review of a large series of cases disclosed that an 
anastomotic or jejunal ulcer followed partial gas- 
trectomy in 0.6% to 6% of the cases, with an 
average incidence of 1.9%. All manner of resec- 
tions and the various methods of restoring gastro- 
intestinal continuity were included in this review. 
An analysis of the incidence of recurrent ulcer in 
relation to the amount of the stomach which was 
removed was not possible. 


The terms partial gastrectomy, subtotal gastrec- 
tomy, and gastric resection imply removal of a cir- 
cumferential portion of the stomach without indi- 
cation or designation of the amount of stomach 
that is removed. Not until qualifying terms are 
universally adopted to designate the amount of 
stomach which is removed in the operation of par- 
tial gastrectomy can a common ground be estab- 
lished upon which one may engage in analytical 
processes. I should suggest that removal of the py- 
loric half of the stomach be designated as hemigas- 
trectomy and that the various other magnitudes of 
gastric resection be designated in terms of thirds, 
fourths, fifths, etc. 


Since Heidenhain’s and Langley’s discoveries of 
the secretory nature of the gastric cells, the secre- 
tory mechanism of the gastric mucosa has been 
subjected to intensive investigation. While by this 
time the individual contribution to gastric secretion 
of each of the several types of cells comprising the 
gastric glands is pretty well understood, the mech- 
anism by which the secretions are produced re- 
mains mysterious. Bensley has recently stated, in 
substance, that next to nothing is known about the 
chemical processes which are incident to secretory 
activity, but enough is known to justify the pre- 
sumption that a series of converging chemical 
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processes are concerned in the preparation of the 
specific antecedent secretory materials contained 
within the cells of the gastric glands. 

Three types of glands are present in the stomach 
of man, and while they are spoken of as fundic. 
pyloric and cardiac, each group is characterized by 
certain predominating cellular content and secre- 
tory product. Bensley recognized only two types of 
gastric glands: (1) the gastric glands proper, 
which occupy the proximal two-thirds of the stom- 
ach and whose function in general is to produce 
the active elements of gastric secretion, and (2) 
the pyloric glands, which occupy the distal third of 
the stomach, and whose function is mainly the 
production of mucous. While in the main five dif- 
ferent cells constitute the gastric glands, certain 
ones are predominant in each of the three divisions 
of the stomach. Whatever the mechanism may be 
by which hydrochloric acid is formed it is agreed 
that the parietal cells are largely concerned and 
that the degree of gastric acidity is dependent upon 
them. They are present in all of the gastric glands, 
but are most numerous in the glands of the body 
and fundus of the stomach. Berger, in 1933, showed 
that in the normal stomach the parietal cells were 
most numerous, with quite consistent uniformity 
throughout the entire body of the stomach, and 
that the parietal cells were approximately 75%, 
50% and 1% as numerous in the glands at the 
lesser curvature angle, at the cardia and at the 
pyloric antrum, respectively, as in the glands of 
the body of the stomach. 

If one may presume that the preoperative degree 
of acidity could be reduced proportionately to the 
amount of parietal cell content of the stomach that 
is removed by resection it remains to determine 
what degree of postoperative acidity is commensu- 
rate with satisfactory gastric function and mini- 
mum chance of an anastomotic or jejunal ulcer. 
There are those who in their enthusiastic acclaim 
of partial gastrectomy have desired and attempted 
to produce anacidity through removal of three- 
fourths or four-fifths of the stomach. There is 
little to substantiate the idea that only through th« 
production of anacidity may assurance be provided 
against recurrent ulcer. Furthermore, it is appar- 
ent that those who endorse high, extensive resec- 
tion of the stomach for the relief of duodenal ulcer 
have lost sight of the diluent and neutralizing 
effect of the jejunal content upon persisting gas- 
tric acidity afforded through gastrojejunal anas- 
tomosis. 

It is my opinion that postoperative anacidity noi 
only is not necessary to afford the maximum as- 
surance against recurrent ulcer, but that it 1: 
highly undesirable. There is good reason to believ« 
that postoperative reduction to approximately one 
half of the preoperative degree of acidity provides 
a reasonable degree of assurance that an anasto- 
motic or jejunal ulcer is a remote possibility. I 
performing a partial gastrectomy one should re- 
main mindful of the fact that dilution and neu- 
tralization through gastrojejunal anastomosis op- 
erate in conjunction with quantitative reduction ix 
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the control of gastric acidity and gastric secretion. 
In accordance with this line of reasoning it has 
been our policy for the most part to confine the 
magnitude of partial gastrectomy for duodenal 
ulcer to resection of the pyloric third of the stom- 
ach, including the lesser curvature angle and the 
ulcer-bearing portion of the duodenum, resorting 
to hemigastrectomy only in those cases in which 
the total preoperative acidity approximates or ex- 
ceeds 100. 

Through a judicious selection of the cases of duo- 
denal ulcer in which it has seemed that by remov- 
ing a part of the stomach the purposes of operation 
were best served, we have succeeded in reducing 
our own mortality rate of gastric resection during 
the past year to well within 5%. Many factors 
contribute to the relative safety with which gastric 
resection may be performed. The procedure from 
a technical standpoint may be one relatively easy 
of execution, when the operation is a primary one 
where all structures are free, or it may be exceed- 
ingly difficult when dealing with recurrent duo- 
denal ulcer following a previous closure of an acute 
perforation or subsequent to any one of the various 
pyloroplasty operations. A number of details in 
the postoperative management have contributed 
much to the reduction of the mortality rate. We 
have decreased to a minimum the incidence of 
postoperative gastrojejunal dysfunction by the im- 
mediate institution of light suction drainage of the 
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stomach and maintaining it for a minimum period 
of 48 hours (preferably 72 hours). 

No single one of the alternative procedures for 
establishing gastro-intestinal continuity following 
partial gastrectomy is applicable in all cases. Ex- 
perience has proved that only rarely may one avail 
himself of a gastroduodenal anastomosis. The 
Billroth II method of gastrojejunal anastomosis 
and its various modifications has much to com- 
mend it. However, usually the posterior end-to- 
side restoration of gastro-intestinal continuity after 
the method of Polya is the one of choice. 

At the 1939 Congress of the American College of 
Surgeons, in discussing the current methods in the 
management of peptic ulcer I said, “It has been 
during the last few years only that I have sub- 
scribed to the idea of partial gastrectomy in duo- 
denal ulcer and have employed the operation with 
increasing frequency, in approximately 30% of the 
cases, particularly in the hemorrhagic and pene- 
trating ulcers.” Since that time we have performed 
partial gastrectomy in nearly one-half of the cases 
of the duodenal ulcer upon which we have operated. 
It seems to me that the rationale of partial gas- 
trectomy is entirely sound in certain cases of duo- 
denal ulcer and its complications, and that its em- 
ployment in those cases in which excision of the 
ulcer is desirable will provide results not attainable 
by another procedure. 

727 W. Seventh St. 





Some Indications and Contraindications in Commonly Used 
Anesthetic Agents 


THOMAS H. SELDON, M.D. 
and 
JOHN S. LUNDY, M.D. 
Rochester, Minnesota 


N EVALUATING the indications and the contra- 

indications of the commonly used anesthetic 
agents, one should consider, primarily, the mor- 
tality, and, secondarily, the morbidity associated 
with the particular agent, both during the opera- 
tion and after operation, regardless of whether the 
outcome, other than in association with the anes- 
thesia, is fatal. 


The factors of danger and the factors of safety 
of the various agents are essentially related to their 
pharmacologic effects, as modified by the method 
of and skill in their administration, as well as by 
the physical condition of the patient and the re- 
quirements of the operation. 

The anesthetic agents will be discussed indi- 
vidually or in aggregate, as necessary, following 
somewhat the plan outlined in table 1. 

The agents to be discussed have been divided 
into four classes according to the manner of their 
administration: general inhalation agents, regional 


Read before the meeting of the Southwestern Medical As- 
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and spinal anesthesia, rectal, and intravenous 
agents. Only those agents most commonly used by 
the majority of us will be included in each class. 


GENERAL INHALATION ANESTHETIC 
AGENTS 

Nitrous oxide and oxrygen—With this agent there 
is a reasonably wide margin of safety between fail- 
ure of respiration and failure of the heart. The 
usual delayed reaction associated with the use of 
nitrous oxide and oxygen is the result of the pos- 
sible anoxemia associated with their use. This 
usually manifests itself in the form of some damage 
to the brain.’ Nitrous oxide and oxygen will not 
produce sufficient muscular relaxation to satisfy 
surgeons in all operations. They may be used in 
the presence of active pulmonary disease. Because 
nitrous oxide is not destroyed in the body, it may 
be used in advanced hepatic and renal disease.’ It 
may be used with safety in the presence of electro- 
surgical units, open flames or x-ray machines. It 
is not necessarily the best gaseous agent to use for 
the very young or the very old patient. 
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Ethylene and orygen—The margin between re- 
spiratory and cardiac failure is reasonably wide. 
Because one uses a greater percentage of oxygen 
with ethylene than with nitrous oxide, there is not 
as great a likelihood of delayed anoxemic results. 
In skilled hands a reasonable degree of muscular 
relaxation may be obtained with the use of ethylene 
and oxygen. This is very desirable in cases of pul- 
monary, renal and hepatic lesions. Unfortunately, 
the mixture of ethylene and oxygen is very in- 
flammable in anesthetic concentrations and cannot 
be used in the presence of electrosurgical units, 
open flames or x-ray machines.’ 


Cyclopropane and orygen—The margin of safety 
is cut down with this agent..° It is very prone to 
produce cardiac irregularities,° and in the hands of 
inexperienced individuals is a definite hazard to the 
patient. On account of the high percentage of 
oxygen used with this agent, possibilities for anox- 
emia are slight.’ Being potent, it produces excellent 
muscular relaxation. Being non-irritating to the 
pulmonary tissues, it may be used in active pul- 
monary tuberculosis without giving the patient an 
unnecessary handicap. Cyclopropane also produces 
minimal changes in the blood chemistry.’ It is 
very explosive and must not be used in the presence 
of electrosurgical units, open flames or x-ray ma- 
chines. A Horton’ intercoupler must be connected 
to the gas machine, patient, operating room table 
and anesthetist before the flow of cyclopropane is 
started in the machine and must remain connected 
until the flow has been discontinued. Other pre- 
cautions one should observe are cotton clothing, no 
wool blankets, no rubber tips on the anesthetist’s 
stool and leather soles on shoes. It is important 
that other members of the operating team should 
not come in contact with either the anesthetist or 
the equipment. 


Ether—This still remains the safest of all the 
volatile anesthetic agents and the safest inhalation 
agent for general use.” There is a wide margin of 
safety between respiratory and cardiac failure. 
Ether is not the anesthetic of choice in renal, 
hepatic, pulmonary and pancreatic cases, excepting 
in case of hyperadenoma. Open-drop ether is the 
agent of choice in very young infants. Children 
somewhat older, for example, 2 or 3 years of age, 
may have a gaseous anesthetic agent for an induc- 
tion, but it is usually safer to make a change to 
the open-drop method of anesthesia after they are 
asleep, because the closed system offers too much 
resistance to respiratory effort of the child. Pa- 
tients with cardiac lesions, such as mitral stenosis, 
cardiac hypertrophy with compensation, chronic 
endocarditis or auricular fibrillation, usually do 
well with ether under the open-drop method, pro- 
viding one maintains an adequate airway. Ether 
in combination with one of the gaseous anesthetic 
agents is inflammable and explosive." If ether is 
to be used in the presence of an electrosurgical unit 
or of x-ray machines, it is advisable to change to 
the open-drop method of administration as it elim- 
inates the hazard of high oxygen concentration. 
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Chloroform—This is still used in some localities 
and for this reason only we shall include it among 
the inhalation anesthetic agents. We feel we have 
little to say for its use and there are several definite 
contraindications. There is a rather small margin 
of safety between respiratory and cardiac failure.” 
The use of chloroform tends toward delayed necro- 
sis of the liver lobules and also fatty degeneration 
of the heart and kidneys.” Although chloroform 
is non-inflammable, this does not warrant our 
recommending its use, on account of its many 
proved disadvantages. 


REGIONAL AND SPINAL ANESTHETIC 
AGENTS 


Procaine and metycaine—Of the most commonly 
used local anesthetic agents, procaine hydrochloride 
has the widest margin of safety.“ Metycaine has 
been found to be no more toxic than procaine, but, 
because of its greater anesthetic properties, smaller 
doses are necessary.” By using smaller doses, we 
can get quite comparable results with these agents. 
With either agent or any method of administration 
some of the delayed untoward results include 
trauma from needles, spinal headaches, infections 
and allergic reactions. If relaxation is essential, 
other conditions permitting, spinal anesthesia or 
some form of regional anesthesia such as sacral 
block, brachial plexus block, intercostal nerve 
block, peridural block, abdominal wall block, or a 
combination of one of these with an intravenously 
administered barbiturate may be used. A spinal 
anesthetic should not be given if the blood pressure 
is low, if the pulse pressure is 20 mm. of mercury 
or less, if the hemoglobin is 50% or less or if there 
has been a recent drop in the hemoglobin. A 
highly nervous individual, a person with frequent 
headaches or a patient with a lesion of the central 
nervous system should not be encouraged to have 
a spinal anesthetic. Patients with compensating 
cardiac disease, with pulmonary disease or with 
diabetes usually do well under this form of anes- 
thesia. 

RECTAL ANESTHESIA 

Avertin with amylene hydrate and pentobarbital 
sodium—Both of these agents have a reasonable 
margin of safety between respiratory and cardiac 
failure. Avertin with amylene hydrate may be fol- 
lowed by colitis or hepatic and renal damage.” 
These two agents may produce sufficient respira- 
tory embarrassment to necessitate the use of oxy- 








TABLE I 
CONSIDERATIONS IN CHOICE OF ANESTHETIC AGENT 


1. Primary considerations: 
A. Immediate untoward effect. that is the margin of 
safety between failure of respiration and failure of 

the heart. 

B. Delayed untoward effect, that is complications di- 
rectly associated with the giving of that particular 
agent. 

2. Secondary considerations: 

A. Does an agent or combination of agents, or a par- 
ticular method of administrating that agent tend to 
make an operation easier? 

B. Is the use of an agent contraindicated by disease, 

injury or other condition of the patient? 











gen 
ane 
freq 
prot 
tion 
peu 
In | 
uset 
‘ien 
to | 
sedi 
pler 
pefe 


solu 
rest 
Pro 
agel 
vitl 
trou 
ane 
creé 
bar’ 
dur 
evit 
qui 
Nei 
culs 
ane 
dur 
tray 
ly 1 
tra\ 
for 


whe 
tier 
to 

mir 


tru 
the 
wal 
tior 
is 

ties 


on 
icle 














March, 1941 


gen inhalations. The use of hypnotics and basal 
anesthetics in infants and young children will 
frequently provide sufficient narcosis for many 
procedures such as minor operations, administra- 
tion of blood transfusions, other intravenous thera- 
peutic procedures, and bronchoscopic examinations. 
In older children and adults either agent may be 
used to adyantage as a basal anesthetic if the pa- 
‘ient is highly excitable and it is difficult for him 
to face an operation without strong preoperative 
sedation. This form of basal narcosis is to be sup- 
plemented with some other form of anesthesia 
before the operation is started. 


INTRAVENOUS ANESTHESIA 

The two principal agents now used are evipal 
soluble and pentothal sodium. They both depress 
vespiration but the margin of safety is fairly wide. 
Prolonged anoxemia must be avoided in using these 
agents. Inhalation of pure oxygen is advisable 
vith their use”, and the combination of half ni- 
trous oxide and half oxygen with the intravenous 
anesthesia not only supplies oxygen but also de- 
creases the amount of intravenously administered 
barbiturates necessary for many surgical proce- 
dures. Pentothal sodium is more potent than 
evipal soluble. The induction period is more 
quickly passed through by using pentothal sodium. 
Neither agent produces any marked degree of mus- 
cular relaxation, but in combination with a spinal 
anesthetic or one of the regional anesthetic proce- 
dures it is frequently the method of choice. The in- 
travenously administered barbiturates are especial- 
ly valuable in active pulmonary diseases. The in- 
travenous method of anesthesia should not be used 
for patients with dyspnea noted on lying down or 
climbing stairs. Patients with arthritic fixed chests, 
who breathe with the diaphragm only, and pa- 
tients with emphysema should never be subjected 
to anesthesia by means of an intravenously ad- 
ministered barbiturate. Ten years is the minimal 
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age of a patient to whom an intravenously admin- 
istered barbiturate is given when air is being 
breathed. Below this age the air passages are too 
small and the respiratory center is too easily de- 
pressed for this form of anesthesia, unless ni- 
trous oxide and oxygen are administered simul- 
taneously. 


Mayo Clinic. 
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Injuries to the Clavicle 
(Report °f Two Cases) 


DAVID CAMERON, M. D. 
and 
FRANK C. GOODWIN, M. D. 
El Paso, Texas 


ANATOMY 

HE clavicle is an S shaped subcutaneous long 
bone. It functions as a strut between the 
trunk and the upper extremity; it not only pushes 
the shoulder away from the trunk, but also up- 
wards and backwards. The only bony articula- 
tion between the trunk and the upper extremity 
is the sterno-clavicular joint. At the extremi- 
ties of the bone are two articulating surfaces. 
These are so placed that the bone roughly takes 
on the appearance of a trapezoid, and the clav- 
icle lies in a bony plane similar to the keystone in 





an arch, although it does not function as such; 
the acromion at the edistal end, and the sternum 
at the proximal end giving upward support to 
the clavicle. The distal, or acromio-clavicular 
joint faces outward and downward and is a com- 
pound joint having an intra-articular cartilage. 
The motions at this joint are slight, and for the 
most part gliding. The proximal, or sterno-clav- 
icular joint faces inward and downward. It is also 
a compound joint, being divided by an intra-artic- 
ular cartilage. This joint has a wider range of mo- 
tion, most of which is gliding. (See illustration.) 
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The clavicle, like all bones, is merely an ossifi- 
cation of connective tissue in the lines of force. 
This bone lies in a plane of muscles, above which 
are the .sterno-mastoid and trapezius muscles; be- 
low lie the pectoralis major and deltoid muscles. 
Behind lies the small sub-clavius muscle. 

From the mechanical view-point, it is the liga- 
ments that are important. At the distal, or 
acromio-clavicular end, the joint capsule sur- 
rounds the joint. The coraco-clavicular ligament, 
composed of the conoid and the trapezoid liga- 
ments, is attached to the under surface of the lat- 
eral end of the clavicle and to the coracoid pro- 
cess of the scapula. At the proximal, or sterno- 
clavicular end, the joint capsule surrounds the 
joint and is reinforced by the intra-clavicular fi- 
bers that run between the clavicle through the 
notch of the scapula. The costo-clavicular or 
rhomboid ligament is attached to the under sur- 
face of the medial end of the clavicle and to the 
upper surface of the first rib. The forces keeping 
the clavicle in place can be shown by a simple 
diagram. (See illustration.) 


INJURIES 

The usual type of injury to the clavicle either 
ruptures or displaces the retaining ligaments. Of 
these there are two common types: (First), injuries 
in which the upper extremity is held still and the 
trunk is carried forward. These commonly occur 
in automobile injuries when the body is thrown 
through the air and the shoulder and upper ex- 
tremity hit the ground first. The friction between 
the arm and the ground causes the arm to stop 
in relation to the trunk, which goes further for- 
ward, with resulting rupture of the coraco- 
clavicular ligament and upward displacement of 
the distal end of the clavicle. (Fig. 1) (Second), 
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“squeezing” injuries, in which weight is transmit- 
ted from one shoulder to the other through the 
midline of the body. These are common football 
injuries, sustained when weight is applied through 
the pectoral girdle with the plane of the shoulders 
perpendicular to the ground. Although rupture 
of the costo-clavicular ligament is less frequent 
than that of the coraco-clavicular ligament, it oc- 
curs with upward displacement of the medial end 
of the clavicle. (Fig. 3.) 


REPORT OF CASES 

We wish to report two unusual cases of injury 
to the clavicle, which illustrate the mechanical 
effectiveness of the clavicular anchorage: 

(1) A boy, aged 16 years, sustained a direct 
blow to the body of the right clavicle by running 
into a tree. At the time he felt some discomfort 
at the distal end of the clavicle. Professional aid 
was not sought, however, until evening, and then 
rather because of the presence of deformity than 
of pain. On examination, the patient was in bed, 
with but little discomfort; he was able to move 
about quite freely. He complained of some pain 
on palpation of the distal end of the clavicle. The 
acromion was felt to over-ride the clavicle—a de- 
formity just opposite that found in the usual dis- 
location of the acromio-clavicular joint. The right 
clavicle measured one-half inch shorter than the 
left. The right arm was normal. Reduction was 
unsuccessful after a few attempts with traction; 
and since the patient was not suffering great 
pain, it was decided to leave him until morning 
so that a roentgenogram could be made and re- 
duction with anesthesia carried out if necessary. 
The following morning, on the X-ray table, the 
dislocation reduced spontaneously, with an audible 
snap. The stability of the joint was tested and 
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Schematic drawings to illustrate the normal relationship 
between the clavicle, the sternum, and the acromion with 
deviations from the normal shown in associated figures. 


Fig. 1—Usual type of dislocation of the acromio-clavicular 
joint with rupture of the coraco-clavicular ligament and par- 
tial tear of the capsule. 

Fig. 2—Unusual type of dislocation of the acromio-clavicular 
joint, showing displacement of the clavicle beneath the acro- 
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mion, and relaxation of the coraco-clavicular ligament an 
intact capsule. 

Fig. 3—Usual type of dislocation of the sterno-clavicula 
joint with rupture of the costo-clavicular ligament and par 
tial tear of the capsule. 

Fig. 4—Unusual type of dislocation of the sterno-clavicule 
joint showing rotation of the clavicle with displacement of th 
clavicle beneath the sternum and relaxation of the costc 
clavicular ligament. The capsule is intact. 
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found to be satisfactory, so no dressing was ap- 
plied. (Fig. 2.) 

(2) A boy, aged 16 years, sustained a “squeez- 
ing” injury to his shoulders, while playing foot- 
ball. The injury was so severe that he was ren- 
dered unconscious. When first seen in the hos- 
pital he was conscious, but not fully in control of 
his faculties. The use of his right upper extremity 
was impaired and he was holding his elbow with 
his left hand, but the right arm was normal, the 
circulation being observed in particular. The usual 
curves of the clavicle were replaced by a scaphoid 
appearance and the right clavicle measured two 
inches shorter than the left. The sternal end of 
the clavicle could not be felt. The acromial end 
was felt to be displaced in a rotary manner. We 
made a roentgenogram of his clavicle, fully ex- 
pecting to find a greenstick fracture. We were sur- 
prised when the clavicle appeared normal, a chip- 
fracture of the acromion being the only abnor- 
mality. Unfortunately the sternum was not vis- 
ualized. Because of the head injury, and because 
there were no undue symptoms in the upper ex- 
tremity, he was observed for twelve hours. At the 
end of this time the patient was placed on the op- 
erating table with a sandbag between his shoul- 
ders. An anaesthetic was given, and by pushing 
the shoulder backward and at the same time ro- 
tating the clavicle about 99 degrees, the sterno- 
clavicular dislocation was reduced and the normal 
clavicular curves re-appeared. On testing, the 
sterno-clavicular capsule was found to be lax, but 
the costo-clavicular anchorage was patent. The 
patient was put to bed without a dressing. When 
he was discharged from the hospital a figure-of- 
eight bandage and sling were applied. (Fig. 4.) 

Each patient has made a complete recovery. 


COMMENT 
The usual types of injuries to the clavicular 
joints, and the mechanics involved, have been pre- 
sented. The two cases presented illustrate un- 
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usual dislocations of these joints. They are re- 
ported not because of their manifest rarity, but 
because they represent the mechanics of the 
clavicle. In the first case the distal end of the 
clavicle was dislocated beneath the acromion. The 
force required to reduce it was merely traction in 
the line of the axis of the clavicle, as supplied by 
the weight of the shoulders falling backward. The 
capsular ligament stretched sufficiently to allow 
the bony obstructions to pass each other. In the 
second case the proximal end of the clavicle was 
dislocated beneath the sternum, with the clavicle 
rotating 90 degrees. The force required to reduce 
it was again traction in the line of the axis of the 
clavicle, with rotation on the clavicle. It is to be 
noted that although compression of the great ves- 
sels and nerves of the neck is to be expected when 
the clavicle displaces beneath the sternum, this 
was not seen in our case. 


The reason these injuries occur seems to lie in 
the fact that the ligaments in the adolescent are 
much more elastic than in the adult. We do not 
believe that there was actual rupture of any lig- 
amentous structures around either joint. 


There is a similar mechanical arrangement 
around each of the movable joints in the body, 
so that for every pressure, there is an equal coun- 
ter-pressure. The clavicle shows this most readily 
in the projecting bony ledges of the acromion and 
sternum balanced by the ligaments beneath, that 
effectively keep the clavicle from moving with 
the various muscle pulls. 


CONCLUSION 
The anatomy and the usual injuries to the artic- 
ulations of the clavicle have been presented. 
Two unusual] injuries to each of the articula- 
tions of the clavicle have been presented. 
The mechanics of the clavicle have been dis- 
cussed. 
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Abdominal Actinomycosis 


Case Report 


THOMAS W. WOODMAN, M.D. 
Phoeniz, Arizona 


ATHER than give a history in the usual form, 

I have attempted to outline this case in ac- 
cord with the probable course of events. 

The patient was forty-six years old and had an 

acute appendicitis on June 19, 1939. He was op- 


I have felt that this case is worth reporting to the Staff for 
it illustrates a condition which we seldom see and which fre- 
quently is not even considered in differential diagnosis. This 
patient was under observation for a long period of time before 
an accurate diagnosis was made. I felt that due to the slug- 
gishness of the disease and the failure of response to treatment 
it was probably tuberculous but finally the diagnosis was es- 
tablished correctly as actinomycosis. After checking into the 
literature, however, I feel somewhat better, for most of the 
cases are confused with tuberculosis or malignant disease, and 
are not diagnosed until post-mortem. 


Read before Staff of St. Joseph’s Hospital, Phoenix. 


erated at Yuma, giving a history of having been 
ill for a period of three days. A large hypertro- 
phied gangrenous appendix was removed and a 
drain inserted. The pathologist’s report was as 
follows: ‘Tissue consists of a mass of fat with 
hemorrhage into the substance. There is a mass 
of necrotic tissue which was sectioned. Sections 
show granulation tissue surrounding a portion 
of degenerated tissue, probably appendix, possibly 
a diverticulum. There is a wide-spread purulent ex- 
udate masking the underlying structures; the ves- 
sels are packed with granulocytes and there is a 
diffuse hemorrhage throughout the wall. Diagnosis: 
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Gangrenous tissue of gastro-intestinal tract, prob- 
ably appendix.” 

Drainage from the wound continued until July 
27th, 1939 when the patient was discharged as 
cured. He then returned to his usual work of 
driving a truck for one of the oil companies. He 
was seen again by the surgeon at Yuma on March 
5th, 1940—nine months following the appendec- 
tomy—and stated that he had suffered an accident 
at 8:00 A.M. on February 19th. The history giv- 
en at that time was as follows: ‘While I was pour- 
ing kerosene out of a container into a drum, I had 
to stand on tip-toe to reach high enough to pour 
it, and as I was doing so, I felt a sudden sharp 
pain in my right side at the top of the old appen- 
dectomy scar”. When examined by the doctor at 
Yuma, a mass the size of an orange was found in 
the region superior and inward from the old scar. 
The mass was circular, hard and smooth and very 
easily palpated. It was very tender to palpation. 
Temperature was 99.4. A blood count showed: 


White blood cells.................... 21,400 
_ RAEN are ene 85% 
Mature lymphs ...................... 1% 
Immature lymphs .................. 5% 
Bosinopniles ..........................--. 2% 
SD. idninetersapepmanmntiicastnscocte 2% 


Incision and drainage of the mass yielded ap- 
proximately one-half cupful of foul greenish pus. 
Drainage continued. On April 10th a urinalysis 
revealed a trace of albumen and 100 pus cells per 
high power field. He was put on high acid diet 
with mandelic acid therapy. On April 15th anoth- 
er blood count was obtained. The white cells were 
27,000 with 88% neutrophiles. 


At this time the patient was complaining of 
pain in and along the right costal margin on the 
right side and above the right kidney. X-rays 
showed an obliteration of the right erector spinae 
muscle, also some slight elevation of the right dia- 
phragm and obliteration of kidney outline. The 
left side was clear. A third operation was done. 
Following is the operative record: “The incision 
posterior was along the course of the 12th right 
rib. This rib was removed subperiosteally and then 
a transverse incision through this tract was made 
which opened above the right kidney. The region 
was thoroughly explored above the kidney and 
above the right side of the diaphragm without lo- 
cating abscess. Further exploration lower and an- 
terior was carried out and the abscess cavity lo- 
cated and opened into. Drains were inserted and 
incision was partially closed. The anterior open- 
ing was enlarged and thoroughly explored and a 
through and through drainage was instituted be- 
tween the anterior and posterior wounds. Drains 
were also inserted into this wound. Following this 
a transfusion was given”. 

The patient was sent to Phoenix and admitted 
to St. Joseph’s Hospital on June 6th, 1940. Exam- 
ination at that time revealed the general condition 
of the patient to be rather poor. Examination of 
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the abdomen revealed little, and there were no 
complaints referable to the abdomen. Draining 
sinus tracts were noted over the lateral aspect 
of the abdominal wall and the retroperitoneal 
space. The old appendectomy scar was healed. 
X-rays were obtaind on June 10th and these were 
reported as follows: “Observations during the ad- 
ministration of a barium enema show the barium 
enters the rectal ampulla normally, fills well, con- 
tour smooth; the barium proceeds without hesita- 
tion or spasm to the cecum. The entire colon ap- 
pears normal except for a portion of the ascending 
colon, which shows a persistent irregularity and 
narrowing suggestive of pathology, the nature of 
which is not clear. There were no filling defects 
or tracts extending from the colon which would 
suggest fistulae. This filling defect may be due to 
spasm or pressure from outside the tract—pos- 
sibly an intrinsic lesion.” 

A blood count on June 7th revealed hemoglobin 
80%, R. B. C. 3,400,000, white blood cells 22,300, 
polymorphonuclear leukocytes 86%, non-filament 
7%. Urine revealed only an occasional pus cell 
and no other abnormalities. 

At this stage of the patient’s illness I felt that 
the infection was retroperitoneal and that drain- 
age was inadequate. So on June 1lth an opera- 
tion was done. This was reported to me as follows: 

“Sinus tract extending from the lateral abdom- 
inal wall on the right side near the crest of the 
ilium was explored with the finger and this tract 
found to extend above 7” obliquely and upward 
toward the kidney area. Multiple sinus tracts were 
found to extend directly through to the back and 
downward on the inner aspect of the ilium. These 
were united with the finger and an incision made 
over the lower portion of the back to establish 
through and through drainage of this sinus. The 
existing wound over the right kidney, explored 
with the finger and found to extend downward 
nearly to the lower sinus. There were branches 
of this tract which extended up over the top of 
the kidney. These all united with the finger and 
the second incision was made to establish through 
and through drainage.” 

The patient continued to run a spike-like tem- 
perature up to 102° and 103° each day. There 
was no improvement as a result of the above pro- 
cedure. The blood count remained high. Cultures 
from the wounds revealed staphylococcus aureus 
and pyocyaneous. The wounds were irrigated 
with hychlorite solution and _ sulfathiazol was 
given. No improvement occurred. Small trans- 
fusions were given every second to third day. 

On July 8th plain X-rays were taken to deter- 
mine whether any bone involvement of the spine 
or crest of the right ilium in an inflammatory 
process. There was loss of outline of the psoas 
muscle, with curvature of the spine, concavity 
toward the right side. The kidney outline was 
indistinct. The right dome of the diaphragm 
was high—extending to the lower border of the 4th 
rib anteriorly. 
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July 13th, Dr. Pennington did a retrograde pye- 
logram. This revealed a moderate degree of hy- 
dronephrosis and dilatation of the lower part of 
the right ureter. 

The fever continued, the blood count remained 
high. There was some swelling of the back toward 
the spine. On July 16th the sinus tracts were 
again explored widely and an abscess pocket was 
found in the upper anterior abdominal wall which 
ontained about four tablespoons of yellow pus. 
Even with the finding of additional pockets and 
idequate drainage no change occurred in the tem- 
perature curve or blood count of the patient. 

I would like to emphasize that there was an en- 
ire freedom from abdominal symptoms, during 
this period. 

About two weeks after the last operation the pa- 
ient developed a fecal fistula. This fistulous tract 
connected with the transverse colon just beyond 
the hepatic flexure of the colon. 


Blood transfusions had been continued, but the 
sulfathiazol had been discontinued for it did not 
seem to help. Sulfanilamide had been given early 
in the disease while the patient was at Yuma and 
this did not cause any improvement. 

Roentgenograms revealed the diaphragm on the 
right to be high and I felt that in all probability 
there was a sub-hepatic abscess. I did not think at 
any time that a sub-phrenic abscess existed. Liv- 
er abscess was another possibility. 


The surgical problem with the existence of a 
fecal fistula high on the right side was becoming 
progressively worse. The sinus tracts in the poste- 
rior wall seemed to be draining less but the gen- 
eral condition of the patient was becoming rapid- 
ly worse. 

Several consultants saw this case with me. The 
possibility of doing an anastomosis between the 
lower ileum and the transverse colon, then later 
a right colectomy was considered, but at this stage 
a definite mass could be felt at the inferior bor- 
der of the liver. 


On September 12th, the patient was again op- 
erated. Following is the record: “After the pa- 
tient was on the operating table, further examin- 
ation of the abdomen revealed a hard, bulging 
lump just under the costal margin in the lateral 
portion of the liver. It was felt that in the pres- 
ence of this finding, I might be able to readily 
evacuate pus from either the liver abscess or a 
sub-hepatic abscess. After careful sterilization and 
walling off of the fields of fistuli local anesthetic 
was injected and incision made about two inches 
long parallel to the rib and the abdomen entered. 
The liver was found to be slightly enlarged. The 
middle one-third of the inferior border was free, 
as well as the entire left side of the liver. When 
the fingers were passed over the right lateral wall, 
a large amount of necrotic material was encoun- 
tered posteriorly, but no definite pus. The mass 
in the live substance was well circumscribed and 
about the size of an orange. It was quite hard to 
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the touch. Repeated aspirations of the hard area 
in the liver substance was well circumscribed and 
small needle and then a large needle. A slight de- 
crease in resistance was encountered with the 
needle in the middle portion; however, no pus 
could be evacuated. The material in the needle 
was given to Dr. Williams for further study. The 
abdomen was closed, a cigarette drain being passed 
up to the lateral and posterior aspect of the liver.” 

Dr. Williams was able to isolate the ray fungus 
from this material. Iodides were given by mouth 
and sodium iodide intravenously. Some slight im- 
provement seemed to occur for a few days, but 
the patient then began to grow progressively 
weaker and died on September 28th. 


COMMENT 
The abdominal form of actinomycosis is chief- 
ly seen in connection with involvement of the 
cecum and appendix on the right and the sigmoid 
on the left. These cases comprise 20% to 30% of 
abdominal actinomycosis. 


The intestinal form may be acute or chronic in 
its course. In the acute form the onset resembles 
appendicitis, as it was in our case. After recovery 
from this phase the disease runs a chronic course 
of induration and the formation of tumor-like 
masses with subsequent softening and secondary 
infection. Abscesses wtih abdominal wall perfora- 
tion and fistulae finally develop. There may be 
intestinal obstruction due to the dense production 
of inflammation and extension into the back. 
Sepsis and death through secondary infection is 
common. 


The liver is the most frequent location for dis- 
tant metastatic involvement. This occurs by hem- 
atogenous embolism or extension of the infection 
up through the bile passages. 


In the case that I have cited it could well have 
been that the disease extended along the gutter 
lateral to the ascending colon and into the liver 
substance, for the origin of the mass in the liver 
seemed to be from the posterior aspect of the liv- 
er and all of this area was involved in the pro- 
cess. 

An autopsy was done on this patient, and this 
revealed essentially the same findings as those 
known at operation. 

The caecum and ascending colon were found to 
be involved as well as the liver. There were mul- 
tiple small abscesses in the lungs. 
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OUT-HOUSE LITERATURE 


One of the rottenest rackets presently plaguing 
the American scene is the snide industry of pub- 
lishing and purveying the sex, confession and 
crime catalogs to be found on most news-stands. 
Of all the decent material that needs publishing, 
it would seem that the mind that chooses to mar- 
ket out-house literature must be quite as pervert- 
ed and twisted as that of the lowest rapist that 
ever smelled up the sweet countryside. 

Your children cannot walk by a whorehouse dis- 
trict or loaf in a border brothel and be exposed 
to worse depravity than boldly stares and shouts 
at them from the gaudy racks of the very news- 
stand in the lobby of your office building. Next 
time you come off the elevator notice the filthy 
stuff on the racks near your favorite cigar coun- 
ter. Thumb through one or two of the snares un- 
der discussion, and then don’t answer the wife 
that evening when she asks you why you have no 
appetite for dinner. And if you don’t think that 
the stuff printed in these perverted gazettes in- 
fluences impressionable minds, just ask your local 
police department. They are all too aware of the 
number of depraved offenses directly or indirect- 
ly traceable to some inflaming piece read by the 
offender in some “True” this or that. 

The traffic can be stopped, in any community 
where the mothers and wives will it. A few words 
to the owners of the news-stands will generally 
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suffice. Not many merchants or men care to face 
a decent woman who is hot under the collar in 
pursuit of what she deems the defense of her 
children. If a warning does not bring about a 
cleansing of the news-stand, just reach for the 
phone and get the district attorney on the line. 
The chances are that he has children, too, and be- 
sides, he has the power under the law of the land 
to put a quick stop to such shenanigans. 


One of the cleanest winds that ever blew over 
America was after the Catholic Legion of De- 
cency scrubbed up the Hollywood movie industry. 
It is again possible to attend a neighborhood the- 
atre without having to blush several times during 
the performance. News-stands are next in line to 
get their mouths washed out with good, strong 
soap. 


LET’S PICK A FLOWER 


Not all the time are editors of popular maga- 
zines confounded and fatally fascinated by the 
bizarre calisthenics and bellows of the cultists and 
the lunatic fringes of our blessed civilization. In 
the course of a year’s publishing there occasion- 
ally peeps up a flower of intelligent journalism. 
Wither too soon it may, but for its short life it 
does shed the delicate, welcome perfume of public 
service. Let men savor its rarity while they can; 
so we hasten to point the firm finger of approval 
to a recent article in LIFE’, on the subject of ap- 
pendicitis. Beautifully illustrated by photos and 
drawings, its general tone is: 


Familiar to laymen are the symptoms of acute 
appendicitis—nausea, fever and a pain that most 
often settles in the lower-right abdomen. But 
these symptoms, appearing singly or in variety of 
combinations, are just as attributable, in amateur 
diagnosis to at least 20 other unrelated conditions. 
In this situation nothing is more dangerous than 
the U. S. citizen’s penchant for self-medication, 
particularly by cathartics. Through such minis- 
tration, so common that acute appendicitis is 
known abroad as the “American disease”, is in- 
duced the disaster of a ruptured appendix and re- 
sultant general peritonitis. But by far the biggest 
danger is fear of “learning the worst” in a thor- 
ough and competent diagnosis by a doctor, the 
“worst” for most laymen meaning an operation. 

What the layman has not yet learned is that 
surgery provides immediate and specific cure for 
an extensive list of human afflictions. From the 
procedure of surgery the element of risk is being 
progressively eliminated. In the appendectomy, 
the most often performed major operation, the 
risk has been reduced to below 1%. Risk resides 
solely in the nature of the ailment and is compli- 
cated by nothing so much as by delay. 


Sermon after sermon has the medical profes- 
sion of this land preached on the above theme— 
perhaps this testimony from the mourner’s bench 
will help rivet the message in the mind of the 
public. Anyway, it is an exceeding pleasure to 
compliment the editors of LIFE for a fine job. 
And that is our beautiful thought for the month! 


(1) LIFE 10:52-57, February 24, 1941. 
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LETTERS HOME 


Elsewhere in this issue will be found the first 
of what is hoped to be a series of letters to the 
journal from various physicians of the South- 
west who have been called to service with the 
srmy or Navy. Readers must have noticed that 
ach month the list of those of our colleagues 

no have been ordered to the colors has been 
sngthening. An effort has been made by the staff 

note the names and duty stations of those 

lled, but it has been almost impossible to make 
hat listing complete, because of the ever-increas- 
ing numbers. To all points of the compass those 
riends of our are now dispersing from our home- 
and, the Southwest. 


Over 22 years ago a call took many Southwest- 
rn doctors to service with the flag over most 
arts of the world. They left their established 
practices, said adios to their families, friends, and 
took up the strange task of caring for war wounds, 
war illnesses. Notable advances were made in sev- 
eral fields of surgery and in the realm of public 
health. Most physicians who answered the call to 
duty came home after the shooting was over, slow- 
ly rebuilt what had been shattered when they left. 
Few of these men will say now that their period 
of service really injured them in the long run. 
Few of them will talk much about the patriotic 
aspect of their service. Perhaps that is because 
Americans are just funny that way. But the fact 
remains that they served the flag anyway, and 
honor to them for it. 


Those who did serve in the last war saw many 
interesting things, had unusual and interesting 
experiences. Those who serve in this “emergency” 
are bound to see things and do things that the 
folks back home would like to know about. So, 
with that in mind, the service men of the South- 
west from the ranks of our profession are hereby 
invited to contribute short letters and articles 
for publication in the journal. 


BLOOD FOR THE BRITISH 

In cooperation with the American Red Cross, the 
Blood Transfusion Association in New York City 
bled 14,556 donors to supply plasma for the British 
from August, 1940, to January, 1941. The total 
amount of satisfactory plasma-saline solution pro- 
duced by this voluntary, unpaid group was about 
5,500 liters. The project is now ended, as the 
British have signified their ability to care for their 
needs unassisted from this point. 

Nine hospitals and a great many physicians of 
New York gave their services gratis. Donors were 
unpaid. A program of radio and newspaper pub- 
licity was launched, and donor response was raised 
to 1,200 to 1,300 appointments per week. Many 
donors gave blood who could afford no other gift 
to a cause they deemed worthy. Complete records 
of donors and procedures were compiled, so that 
in the event of an emergency some day in this 
country a wealth of experience and conclusions 
could be brought to bear upon the problem. 
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Being Americans all, the value in money of such 
a donation might be interesting. At commercial 
market prices, over $400,000 worth of plasma was 
donated to Britain by this splendid enterprise. 

In an interesting report the following conclusions 
were drawn:’ 


(1) Plasma as produced by this organization and 
shipped to England is a safe blood substitute. It 
is the opinion of this body that evidence will grow 
to sustain the thought that either serum or plasma 
if properly prepared may be used with equal ef- 
fectiveness and safety. 

(2) Only healthy, adult donors should be used 
as a source of blood. For the protection of the 
donor, an adequate physical examination to rule 
out any organic defect or functional derangement, 
which might be the source of trouble following 
phlebotomy, should be done. For the protection of 
the future recipient, donors with communicable 
diseases or serological evidence of syphilis should 
not be used. 


(3) Adequate records should be kept of every 
step of the procedure not only for the identifica- 
tion of specimens but in order that any individual 
blood, plasma or collections of plasma may be 
traced rapidly through the whole process of col- 
lection and preparation. 

(4) In collecting blood, regardless of the type 
of bottle used or the later processing of the plasma, 
a closed system should be established and main- 
tained throughout. 

(5) Whole blood should not be traumatized in 
any way such as by too much shaking to distribute 
anticoagulant, by storage in a vibrating refrig- 
erator, or by transportation to points relatively far 
removed from the collection center. It would seem 
unwise to allow the blood to stand for a period ex- 
ceeding a week before removing the plasma. 

(6) Centrifugation is definitely established as 
preferable to sedimentation as a preliminary step 
to the collection of the plasma. A study of the 
comparative yields in the body of the report ade- 
quately sustains this conclusion. 

(7) Pools of at least two liters (from eight 
donors) and preferably larger should be made of 
the plasma, before dispensing into final containers, 
in order to suppress specific agglutinins and there- 
by obviate the necessity for typing any of the mate- 
rial used. 

(8) Some antiseptic should be used to prevent 
the multiplication during storage of any chance 
contaminant. “Merthiolate” (Lilly) in a dilution 
of 1:10,000 was used in this project. It is felt that 
the ideal preservative has not been found. 

(9) The desirability of universal bacterial filtra- 
tion for any material prepared for storage and 
later intravenous use has been firmly established, 
but the actual technique of filtering large quan- 
tities of plasma has not been perfected. Two chief 
difficulties remain: first, attaining sufficient speed 
of filtration to approach mass production meth- 
ods; secondly, the problem of clotting in the plasma 
which has been filtered. 

(10) Safety demands that careful bacteriological 
tests for the detection both of aerobic and anaerobic 
organisms be run on each pool of plasma and on 
one final sample container from each pool to in- 
sure sterility of the product. These tests must 
comply with the local, state and federal laws and 
regulations pertaining to the preparation of bio- 
logics. 

(11) Biological tests should be carried out on ani- 
mals in order to assure a non-toxic final product. 

(12) Plasma and serum in dried form have many 
advantages over the liquid products. They are 

(Continued on page 95) 
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SUMMARY OF THE OBSTETRICAL 
WORK FOR 1940 


CHAS. E. VAN EPPS, M.D. 


During the year 1940 in St. Joseph’s Hospital 
there were 831 deliveries, an increase of 175 de- 
liveries over the year 1939, or an increase of 332 
deliveries over the lowest year of the last five 
which was 1936. Out of this increase of 175 pa- 
tients 119 were multiparas, which would seem to 
indicate that many of these patients found the 
services of this hospital sufficiently pleasing to 
return again for their subsequent delivery. 

The ratio of males to females follows fairly 
closely the figures given in most text books, there 
being a slightly larger number of males than fe- 
males delivered during the year. The number of 
twins delivered in 1940 nearly doubled over the 
1939 figure of seven sets. Out of this twelve sets 
of twins only two of the babies from different sets 
expired. The majority of these babies were of 
fairly good size, most of them weighing over 
four pounds. The number of premature infants 
born, considering anything under five pounds as 
premature, exclusive of twins was 32, of which 12 
were stillborn, 19 expired, and one lived, reveal- 
ing that we still have very little to do for these 
babies other than keeping them warm and keep- 
ing their nourishment up as well as possible. 

If one follows the current literature dealing 
with obstetrics, the trend throughout the country 
is a plea for a more and more conservative type 
of obstetrics. I feel that the work at St, Joseph’s 
has kept pace with this trend. A person check- 
ing our Cesarean section rate this year might 
question this statement, but closer scrutiny would 
point out that in each case there has been a defi- 
nite and pressing indication for this form of oper- 
ative delivery. Careful study of each case and 
thoughtful consultation with at least one or more 
physicians before undertaking the operation points 
to the effort being made to prevent any needless 
or thoughtless operative procedure. 

In the field of preventative medicine we can 
consider the figures on episiotomy. In 1940 episi- 
otomy was used 413 times as compared to 292 
times in 1939. I feel that we can consider this as 
a branch of preventative mdicine in that it indi- 
cates a definite effort to leave these women in a 
much better condition as far as support of the 
perineum is concerned, thus preventing the dis- 
tressing troubles from marked relaxation of the 
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pelvic floor as the years progress. Also the fact 
that there were many less perineorrhaphys done 
this year would seem to indicate that many of 
these women are being left in better condition 
following delivery than before. 

Medical inductions remained about the same in 
number as in 1939, but was relatively less fre- 
quently tried than in 1939 when one compares 
the total number of deliveries for the two years. 
Induction by artificial rupture of the membranes 
was attempted a great deal less frequently in 
1940 than in 1939, again indicating the effort 
being made to get away from operative proce- 
dures which are not without a certain degree of 
danger. Some clinics believe that artificial rup- 
ture of the membranes is relatively without dan- 
ger, and this seems to be substantiated by the 
figures from these clinics. However, it seems to 
be taking an unnecessary risk to try a proce- 
dure which is not routinely practiced in the com- 
munity and one which in most cases is not nec- 
essary if nature is allowed to take her course. I 
think that the old saying “when the apple is ripe 
it will fall”, is a good policy to follow in most 
cases, and many times will save the physician 
considerable worry. 

Low or prophylactic forceps were used 104 times 
in 1940 as compared to 81 in 1939. This increase 
is explainable on the basis of the total increase 
in the delivery rate for this year over last, for 
the percentage of the use of low forceps seems 
to vary only slightly from year to year. Mid for- 
ceeps were used about five times as frequently as 
in 1939. In each case, however, if one goes over 
the records it will be found that this operative 
procedure, as in the case of Cesarean section, was 
not done without careful consideration and con- 
sultation. 

Placenta previa, premature separation of the 
placenta and toxemia, are conditions which seen 
to vary only slightly in frequency from year to 
year and over which we do not have much contro! 
as far as prevntative measures are concerned, In 
going over the records one finds that where thes: 
conditions occurred they were well handled anc 
the end results were generally quite satisfactory. 

In conditions of this sort, as in other branche: 
of medicine, one cannot say that any one treat- 
ment is the one and only way to handle each 
case. Inspection reveals, however, that in this 
hospital, at least, we have fairly well establish- 
ed somewhat of a routine mthod of treating pla- 
cnta previa, premature separation and toxemia 
so that in most cases the treatment and care of 
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POSTGRADUATE STUDIES 


NE of the most important of the new committees of our Association is 

that on Scientific Education and Postgraduate Activities. This com- 
mittee was set up, when the new by-laws were drafted, to conform with a 
movement sponsored by the American Medical Association to encourage post- 
graduate work among the practicing physicians of the country at large. 


Last June 12th, the fourth annual meeting of the Associated State Com- 
mittees on Postgraduate Medical Education was held at New York City. Dr. 
F. W. Butler of Safford, the chairman of the Arizona Association Commit- 
tee, attended this important national session and extended the following in- 
vitation—“I would like to invite any of the teachers from the East or from 
the West to notify the Secretary of the Arizona State Medical Association to 
send us their names, and, if possible, have them for instructors during the 
winter.” 


All in attendance expressed desires similar to that of Dr. Butler, the 
final action of the meeting resulting in instructing the national committee to 
draft a workable plan to include the following: “The Associated State Post- 
graduate Committees should approve a plan to develop a central registry of 
some type where information may be filed concerning the various types of 
post-graduate medical seminars held throughout the United States and of 
teachers who may be available for conducting such courses of instruction 
and also that this Committee recommend control of this type of instruction 
by the medical profession itself as represented by the constituent State Med- 
ical Societies, the American Medical Association, affiliated organizations in 
the specialties, and approved medical schools.” 


This subject will be discussed by our Council and recommendations 
made to the House of Delegates at our Annual Meeting in April for assisting 
our Committee on Scientific Education and Postgraduate Activities in inau- 
gurating a sound program of this type for the members of our organization. 


Fraternally yours, 


omega 


ARIZONA STATE MEDICAL ASSOCIATION. 
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these cases is carried out with a minimum of 
wasted time and-effort, thus benefitting the pa- 
tient. 

In conclusion I will mention only two extreme- 
ly interesting cases of hemorrhagic encephalitis 
which will be discussed in the following paper. 
Both of these patients expired. These two deaths 
added to one death due to a severe toxemia, gives 
the hospital a maternal mortality rate of 0.36%. 





A REVIEW OF CESAREAN SECTIONS IN 
ST. JOSEPH’S HOSPITAL DURING 1940 


Cc. B. WARRENBURG, M.D. 


During 1940, there were 831 deliveries in St. 
Joseph’s Hospital. In this number, there were 18 
Cesarean Sections, a percentage of almost 2.2%, 
or one section in each 46 deliveries. There were 
no maternal deaths, although two of the babies 
expired, giving an uncorrected fetal mortality of 
11%. In 1935, 2% of the women delivered in St. 
Joseph’s Hospital were delivered by section. In 
1936 3.6%, 1937 2%, 1938 1.8%, 1939 1.5%, and in 
1940 compares favorably with the 6 year average, 
but shows a 68% increase over 1939, which has 
the lowest percentage of sections recorded for this 
hospital. 

There were 2 post mortem Cesarean sections 
done during 1940. In neither instance could the 
baby be resuscitated. 

These 18 Cesarean sections were done by six 
different operators. One doctor did 9 sections, one 
did 3 sections, two did 2 sections each and two 
did one section each. 


INDICATIONS FOR CESAREAN SECTION 

Cephalopelvic disproportion: Ten, or 55% of 
the 18 sections were done with this as the pre- 
dominate dianosis. Other circumstances were fre- 
quently mentioned in the pre-operative diagno- 
sis, the combined results of which made the pa- 
tient a candidate for section in the interest of 
the mother as well as the child. For instance, 
five of the patients were classed as elderly primi- 
peras, two of them being above 40 years of age, 
and three of them between 32 and 38 years of age. 
Uterine inertia or exhaustion on the part of the 
mother was mentioned in two instances, and ute- 
rine fibroids was mentioned on one chart. In an- 
other case, previous multiple traumatic fracture 
of the pelvic girdle was listed as the cause of the 
cephalo-pelvic disproportion. One patient had a 
previous section because of a cephalo-pelvic dis- 
proportion. Postmaturity was mentioned on two 
of the charts. 

In six of these cases, a trial labor of 12 or more 
hours was allowed before section was definitely 
decided upon, while in four instances, the operator 
elected to do a section before the patient went in 
labor. 


Read before Staff Meeting, St. Joseph’s Hospital, Feb. 16, 
941. 
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Previous Cesarean Section: Two sections were 
done because the patient had had a previous Cesa- 
rean section. In one case, the previous section 
was done because of an active pulmonary tuber- 
culosis. Her recovery at that time was febrile. 
In the other case, the first section was done for 
cephalo-pelvic disproportion. This case has been 
previously referred to. 

Toxremia of Pregnancy: Two patients were de- 
livered by section with this as one of the preoper- 
ative diagnosis. In neither case were there con- 
vulsions, but clinical findings of toxemia were 
present. In neither case were the findings of such 
severity to warrant section, but the added features 
of the respective cases made a section the most 
satisfactory means of delivery. In one instance, 
the patient was an elderly primipara with a fun- 
nel pelvis or a contracted outlet. In the other 
instance, the patient had had 3 previous preg- 
nancies that ended in miscarriages. This was her 
first baby that she had carried to term. She was 
42 years of age. She had a transverse presenta- 
tion and the uterus contained multiple fibroids. 
A subtotal hysterectomy was done here after the 
baby was delivered. 

Placenta Previa and Premature Separation of 
the Placenta: In two instances, placenta previa 
centralis was the indication for delivery by the 
abdominal route. In one instance, a cystogram 
corroborated in the diagnosis. In the other a 
cystogram was not done because of a breech pre- 
sentation. In both instances, the diagnosis was 
proven on the operating table. One patient, a 
primipara, was in her 7th month of gestation 
when the causeless, painless hemorrhage oc- 
curred. 

A 29 year old multipara was delivered by sec- 
tion with the diagnosis of premature separation 
of the placenta or placenta previa marginalis. 
This chart fails to make it clear which condi- 
tion was found at surgery. At any rate, the 
patient apparently hemorrhaged profusely. 

In one instance, a 27 year old gravida 3 was 
delivered by elective section because her 2 pre- 
vious pregnancies had ended in premature labor 
and stillbirths at the 5th and 6th months. In the 
second pregnancy, a vaginal hysterotomy had been 
done and the cervix healed with considerable de- 
formity and scarring. A large baby was lying 
in a transverse presentation at term, and this 
plus the probable cervical dystocia that would de- 
velop, caused this operator to do a section in the 
interest of the baby. Incidentally, this patient had 
a severe lobar pneumonia during her 8th montt 
of pregnancy. 

The two babies that expired were in the pla- 
centa previa group. The baby of the placenta pre- 
via centralis who was sectioned in the 7th month 
of pregnancy weighed 3’ 10” and expired in a fev 
hours. 

The baby of the mother with placenta previa 
marginalis or premature separation of placenta 
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weighed 6’312”. It lived 3 days and expired. An 
autopsy revealed a congenital atelectasis of the 
lung. 

The 16 other babies all left the hospital with 
their mother and were in good condition. Their 
birth weights varied from 4’ 9” to 8’ 13%”. 

The low cervical, or DeLee’s laparotrachelotomy 
was the type of operation used in all instances 
save two. In three of these cases the abdominal 
wall was opened by a Pfannenstill incision. The 
largest baby in this series of sections was deliv- 
ered through a classical incision of the uterine 
wall. A Porro section was done in one instance. 
This patient had been in labor about 40 hours be- 
fore the section was done. 

Anesthetic Agent: Gas was the most frequently 
used anesthetic. Its use was employed 11 times. 
Ether alone was used in four cases, while local 
infiltration was used only twice, and spinal anes- 
thesia was used once. The patient in which a 
Porro was done received a spinal anesthetic. The 
operative record states that she went into shock 
on the operating table, and that artificial respir- 
ation and respiratory stimulants were used with 
satisfactory results. One is not able to say wheth- 
er the shock was due to the type of anesthetic, or 
the exhausted state of the patient after 40 hours 
labor, or a combination of the two. 

Morbidity: Eight of the eighteen sections had a 
definite septic post operative course with temper- 
ature ranges as high as 104. On two charts the 
presence of a wound infection was recorded. 


The patient who had had a previous section be- 
cause of active pulmonary tuberculosis was given 
gas anesthetic at the second delivery. When she 
was returned to her room she became cyanotic 
and spat up bright red blood. This continued for 
3 or 4 days, but gradually improved. 


The patients’ hospital days varied between 9 
and 15 days. One patient remained as long as 17 
days. All patients were in good condition on dis- 
charge, 

This in general, then, is the statistical survey 
of our Cesarean sections during the past year. It 
is pleasing to note that a consultation was had in 
every instance before an Operative delivery was 
decided upon. 

Although the incidence of section has increased 
remarkably over 1939, it is felt that operative in- 
tervention was clearly indicated in all cases re- 
viewed. 

The morbidity rate seems higher than it should 
be. Choosing the time at which a section should 
be done is just as important as the decision to 
do a section. Of course, this cannot always be 
controlled, but in most cases it can if the patient 
is under close observation. The timing of Cesarean 
sections definitely influences the morbidity rate. 


In a recent article, Dr. DeLee has pointed out 
that 50 years ago, a Cesarean section was con- 
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sidered the most dangerous laparatomy in sur- 
gery. Now it is believed to be the safest, which 
it is not, but relying on this fancied security, sur- 
geons are abusing their privileges. He feels that 
the low cervical operations using local anesthe- 
sia is by far the safest procedure. Mention is 
made of such cases as high occiput posterior with 
rigid soft parts, face presentation with the chin 
persistently posterior, a few exceptional breech 
cases, and women, who have had previous still 
births, and/or the life of the child is of extraordi- 
nary importance. These cases are borderline and 
in the vast majority could be delivered from be- 
low, but owing to the safety of the low cervical 
operation and the added security from pulmonary 
complications and hemorrhage afforded by local 
anesthesia, we may try to improve the chances 
of the baby and lessen the risk of pelvic damage 
in the mother by abdominal delivery. Let it be 
emphasized, however, that although low cervical 
is superior to the classic operation, we must not 
say “opening the belly is innocuous and may be 
done with impunity.” 


COMMUNICATIONS | 











Sir: 


Since the invasion of Holland on May 10, there 
have been persistent rumors of Nazi attempts to 
interfere with the Dutch quinine industry. The 
actual facts appear to warrant the following state- 
ment. 

Heretofore Amsterdam has been the headquar- 
ters of an industry which has assured the supply 
of this world-wide remedy for malaria. By royal 
decree the management of this quinine industry 
was transferred to Bandoeng, Java, on May 14, 
1940. 

We have been warned, although the warning was 
scarcely necessary, to have no communication with 
our former associates in Amsterdam for fear such 
correspondence might be diverted to Nazi ends. 


Java is now the center of the world’s quinine in- 
dustry, where ample production is assured of both 
cinchona bark and manufactured quinine. The lat- 
ter is produced at the Bandoengsche Kininefabriek, 
the largest quinine factory in existence. There is 
thus no danger of a quinine shortage anywhere in 
the world. 


The quinine industry, now centralized in the 
Netherlands East Indies, is completely Dutch and 
completely determined that Holland’s plight shall 
not be turned to Nazi advantage. That attitude 
also actuates those connected either with the sale 
of Dutch quinine here or with the research and 
educational program of that industry. 

—NORMAN TAYLOR, Director. 
Cinchona Products Institute, Inc., 
New York, N. Y. 
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NEWS 





General 


An announcement is made of a new journal, 
CANCER RESEARCH. Designed primarily as a 
monthly journal of articles and abstracts report- 
ing results of research on cancer the new publi- 
cation plans to make information available to 
laboratory workers, clinicians, and all persons con- 
cerned with the attack on malignant disease. 

As cancer research extends into almost every 
field of medicine, biology, chemistry and physics, 
the literature to be covered is large and widely 
scattered. For example, a recent review of chem- 
ical compounds as carcinogenic agents contained 
references to 871 papers in 114 journals. This 
summarized information is only a small portion of 
a field of work in which there has been great 
activity in recent years. 

The Editorial Committee is composed of the fol- 
lowing: Dr. James B. Murphy, Rockefeller Insti- 
tute for Medical Research, chairman; Dr. S. Bayne- 
Jones, Yale University School of Medicine, secre- 
tary; Dr. John J. Bittner, Roscoe B. Jackson Me- 
morial Laboratory; Dr. Alexander Brunschwig 
University of Chicago School of Medicine; Dr. 
Louis F. Fieser, Harvard University; Dr. Jacob 
Furth, Cornell University Medical College; Dr. Wil- 
liam U. Gardner, Yale University School of Medi- 
cine; Dr. Balduin Lucké, University of Pennsyl- 
vania School of Medicine; Dr. M. J. Shear, Na- 
tional Cancer Institute; and Dr. Shields Warren, 
Harvard University School of Medicine. 


The subscription price to members of the Asso- 
ciation is $5.00; for those who are not members 
and for institutions and libraries the subscription 
rate is $7.00. The business office is at 1620 Lincoln- 
Liberty Building, Philadelphia. The editorial of- 
fice is at 333 Cedar Street, New Haven, Connecti- 
cut. 





El Paso 


Dr. J. M. Britton, for many years a prominent 
El Paso physician, died February 10, 1941, in his 
home. He was 74. 

Dr. Britton retired from active practice two 
years ago after a medical career of nearly 50 years. 

He was born in Lyonville, Ala., and was graduat- 
ed from Nashville University. Later he studied at 
the Eye and Ear Infirmary in New York. . 

Dr. Britton came to Texas 47 years ago and 
opened practice in Scranton. He moved to Cisco 
and came to El Paso in 1917, where he began 
specialization in diseases of the eye, ear, nose and 
throat. 

He is survived by his widow, Mrs. Eleanor Brit- 
ton, whom he married four years ago, a brother, 
O. L. Britton of Toledo, Ohio, two sisters, Mrs. J. 
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M. Morgan of Raton, N. M., and Mrs. Marion 
Reece of Bakersfield, Calif., six nieces, Mrs. W. C. 
Scott and Mrs. Fred McWilliams of Hondo, Texas, 
Mrs. Allen Dinehart of Hollywood, Mrs. A. M. 
Gindd of Oklahoma City, Mrs. Maude Harris of 
San Antonio, and Mrs. V. Daniels of Oklahoma 
City, and two nephews, Dr. Bloyce H. Britton of 
El Paso, now in active Army service, and Albert 
Britton of Silver City. 





A regular meeting of the El Paso County Medi- 
cal Society was held January 27, 1941 at Hotel 
Cortez. The program: 

1. Kidney Tumors: 3 case reports— 

Dr. A. W. Multhauf 
Discussion—Dr. W. R. Curtis. 
2. Some Remarks About Epilepsy— 
Dr. P .E. McChesney 
Discussion—Capt. Hornisher. 





The El Paso County Medical Society met Febru- 
ary 10, 1941, at The Hotel Cortez. The program: 
1. Gastric Lesions, with Special Reference to 
Malignancy—Dr. James J. Gorman. 
Discussion: Radiological—Dr. George Turner 
Discussion: Surgical—Dr. Felix P. Miller 
2. Skin Graft and Miscellaneous Grafting Pro- 
cedures—Dr. W. John Pangman 
Discussion—Dr. Heinz Haffner. 





The regular monthly Staff Meeting and Din- 
ner of the Southwestern General Hospital was held 
Wednesday, January 29, 1941 at 6:30 P. M. in the 
Hospital Auditorium. The program: 

Full Term Pregnancy Complicated by Large Pe- 
dunculated Dermoid. Cesarean Delivery with 
Subsequent Psychosis—Dr. Chas. F. Rennick. 

Discussion—Dr. W. J. Pangman 

Discussion—Dr. Paul McChesney 


MISCELLANY 








SULFATHIAZOLE DOSAGE 


STAPHYLOCOCCUS INFECTIONS. Sulfathia- 
zole should not be used in the treatment of mino 
staphylococcus infections such as localized boils 
and small carbuncles or in mlid furunculosis. Fur- 
thermore, sulfathiazole should not be used in plac« 
of surgery. It should be used as an adjuvant t 
surgery. In large boils or carbuncles, with accom- 
panying toxic symptoms, follow the same dosage as 
in pneumonia. In diffuse staphylococcic cellulitis 
lymphangitis, or acute osteomyelitis, give dosag: 
as follows: 

1. Initial dose of 4 Gm. (8 tablets). 

2. After 4 hours, 1.5 Gm. (3 tablets) every 
hours night and day until the spread of infectio: 
appears to be under control. 

3. Then 1 Gm. (2 tablets) every 4 hours nighi 
and day and continue as indicated. 
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In staphylococcal bacteremia, prolonged treat- 
ment with sulfathiazole is indicated in order to 
prevent a relapse. Give: 

1. Initial dose of 4 Gm. (8 tablets). 

2. After 4 hours, 14% Gm. (3 tablets) every 4 
hours day and night until temperature has been 
normal for 48 hours. 

3. Then 1 Gm. (2 tablets) every 4 hours day 
and night for 14 days. 

4. Then 0.5 Gm. (1 tablet) every 4 hours night 
and day for at least another 14 days. 

The daily dosage in children in these infections 
is to be calculated on the basis of 1 Gm. (2 tab- 
lets) per 12 pounds (note; not 15 pounds as above) 
of body weight (up to 45 pounds). The suggested 
schedule for these children is as follows: 

1. Initial dose 1 Gm. (2 tablets) per 12 pounds 
body weight. 

2. After 4 hours the initial dose becomes the 
daily dose which is divided into six parts and is 
thus given at 4-hour intervals day and night un- 
til the temperature has been normal for 48 hours. 
3. Reduce dose by one-third and continue for 14 
days. 

4. At this time reduce dose by one-half and 
continue according to clinical needs. 

—Int. Med. Digest. 





EYE LESIONS CAUSED DIRECTLY BY TOXINS, 
VIRUS OR BACTERIA 

(1) Chickenpor: Single and multiple lesions 
may be found over the cornea. These are rare, 
but should they occur the end result is good un- 
less @ secondary infection develops. 

(2) Herpes simplex or zoster: When blistering 
over the cornea and conjunctiva occurs, the lat- 
ter is red, the eye painful and photophobia is 
present. If secondary infection can be avoided, 
no complications will follow. Occasionally, how- 
ever, extensive scarring and softening ensues 
with bulging of an anesthetic cornea and exten- 
sive atrophy of the iris. 

(3) Smailpor: This virus often lodges in some 
abrasion, multiples, ulcerates and excavates the 
cornea. If the lesions be multiple, the sight may 
be lost. Only one lesion may cause the produc- 
tion of a fair amount of scar tissue. 

(4) Measles: Conjunctivitis may be present, 
although not so commonly as claimed. Spots, 
similar to Koplik’s spots, may be found about the 
inner canthus. Photophobia does not appear so 
frequently as claimed. A secondary keratitis, cor- 
neal ulceration and panophthalmitis infrequently 
occurs. 

(5) Influenza: When conjunctivitis is present 
in this disease, the inflammation is of a faint, 
pinkish color, the rims of the eyelids are red and 
the eyes, lusterless. 

(6) Diphtheria: The eyelids may be stuck to- 
gether and the conjunctivae inflamed. The dis- 
charge is serosanguinous in type with a relatively 
small amount of pus. Organisms are easily found. 
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(7) Bacterial Endocarditis; Septicemia; Cere- 
brospinal Meningitis: With any one of these dis- 
eases, petechiae are often found in the conjunc- 
tivae. Conjunctivitis is sometimes present with 
epidemic meningitis—as well as an occasional ab- 
scess of the eyeball. 

(8) Pneumonia: With pneumococcus infections 
of the eye, marked conjunctivitis and thick pus 
are present. 

(9) Scarlet Fever: Conjunctivitis, keratitis, 
atrophy or abscess of the bulb occur infrequently. 

(10) Tularemia (Oculoglandular type): Con- 
junctivitis, possibly ulcerations and regional lymph 
gland enlargement are seen. If the disease pro- 
gresses, optic atrophy may result. 

—Ohio St. Med. J. 





THREE KINDS OF DOCTORS 


After years of observation I have reached the 
conclusion that there are three kinds of physicians 
who don’t attend medical society meetings: (1) 
The person who has not the ability to plan his 
work so that he can have an evening for recrea- 
tion at the meeting; (2) The man who thinks he 
knows it all, has not read a new book since leav- 
ing school and has no time for reading the Jour- 
nal or other publications; (3) The man who is 
afraid he might lose a patient should he leave his 
office. These three types form the fault-finding 
group; they complain but will not come to the 
meetings and put their shoulders to the wheel, 
clarify their visions, help remove the faults they 
see and become what is most needed by the so- 
ciety and always welcomed by its officers—work- 
ers instead of drones and complainers. Yes, the 
opportunity for the present-day physician to be 
an up-to-date physician is right at his door and I 
am not only sorry for those who are missing these 
opportunities, but for their patients. — Pittsburgh 
Medical Bulletin. 


SMALLPOX 


Of all the communicable diseases that have 
scourged mankind, the one that has been immuno- 
logically preventable for the longest time and on 
the whole most satisfactorily is smallpox. It is a 
reflection on the effectiveness of our particular 
form of democracy, desirable as that political con- 
dition may otherwise be, that India alone has a 
higher smallpox rate than the United States. 

Perhaps we should congratulate ourselves that 
the year 1939, according to a recent issue of the 
Statistical Bulletin of the Metropolitan Life Insur- 
ance Company, registered an improvement over 
1938, a drop from 14,983 cases to only 10,059—of 
an entirely unnecessary disease! Even with this 
decrease, the annual average of 9563 cases for the 
preceding five years is still exceeded. 

The smallpox belts of the United States consist 
of the north-central states and those lying west of 
the Mississippi River—sections, apparently, where 
personal liberty still bulks larger, in some partic- 
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ulars, than does the common good. A number of 
these states showed a rise in smallpox incidence— 
notably Ohio, Indiana, Michigan, Iowa, Oklahoma 
and Tennessee; other records on the wrong side 
of the ledger were chalked up against California, 
Texas, Illinois and Washington. We may reason- 
ably .point with pride to the fact that the six New 
England states and New Jersey, Pennsylvania, 
Delaware and Maryland, with a combined popula- 
tion of. over 25,000,000 have reported a total of 14 
cases since 1933. 

Vaccination has unfortunately been accepted for 
years by a vociferous group as a symbol of the loss 
of individual liberty. How dearly such liberty can 
be bought will be discovered by the north-central 
and western states if the present mild type of small- 
pox suddenly develops into the virulent variety. — 
N. E. J. of Med. 


HOARSENESS 


Hoarseness means that the larynx is affected. 
Often it is the only symptom even in cases of ex- 
tremely grave disease. 

It occurs chiefly in the following conditions: 
(1) voice strain, (2) acute catarrhal laryngitis, (3) 
chronic catarrhal laryngitis, (4) acute edematous 
laryngitis, (5) false croup—(acute spasmodic), (6) 
true croup (diphtheria), (7) tuberculosis, (8) 
syhpilis, (9) benign growths, (10) malignant 
growths. 

Voice strain: Hoarseness can develop as well 
from improper use as from excessive use of the 
voice. When it occurs suddenly after unusual ex- 
ertion in the absence of other cause, we may just- 
ly say that it is due to strain. Singer’s nodes occur 
in singers who have been using improper meth- 
ods. Pachydermia laryngitis occurs in street- 
hawkers, show barkers and auctioneers, in which 
abuse of the voice is the chief cause. 

Acute laryngitis: There are some people in 
whom every cold has a tendency to attack the 
larynx. 

Chronic laryngitis: Repeated attacks of acute 
laryngitis eventuate in chronicity. Even without 
the acute attacks, it is common in those who 
breathe habitually through the mouth; those who 
are exposed to dust, smoke, or irritating fumes; 
also in smokers and drinkers and those subject 
to suppurative sinusitis. 

Acute edematous laryngitis: This is an acute 
inflammation of the larynx, with edema of its 
membranes. 

False croup (acute spasmodic): This is a- form 
of acute laryngitis peculiar to children. The little 
patient, hoarse during the day, wakes up at night 
with paroxysms of difficult breathing — brassy 
cough. The attacks recur, with comparative free- 
dom during the day. 

True croup is laryngeal diphtheria. 

Tuberculosis: The voice is weak, muffled, veiled 
or toneless. In the advanced stage there will be 
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pain on swallowing, often referred to the ear. There 
is more pain in swallowing liquids, whereas in can- 
cer pain is more marked swallowing solid food. 

Syphilis: The voice is harsh, raucous and pre- 
sents a striking contrast with the voice of the 
tuberculous. Syphilitic diseases of the larynx, rel- 
atively painless as compared with other serious 
conditions. 

Benign growths need only to be removed at 
leisure. . 

Malignant growths (cancer): The importance of 
hoarseness in cancer of the larynx can hardly be 
over-emphasized. Sometimes in the early stages 
it is the only symptom present. Persistent hoarse- 
ness, especially in elderly men, is highly suspicious 
and demands immediate attention. 

In persistent hoarseness in children we think of 
polyps; in the young adult, tuberculosis; past for- 
ty, cancer. 

Any hoarseness of three-weeks duration demands 
persistent search until the cause is found. 

—So. Med. & Surg. 





“MISSED THE BUS” 


The Commission on Graduate Medical Education 
has published a very complete volume containing 
their analyses of, and recommendations on various 
medical education problems. The avowed purpose 
is “to formulate the educational problems and 
principles involved in the continuation of medical 
training for a period of years after graduation and 
the adequate training of specialists.” They have 
gone beyond that premise in recommending 
changes in the compulsory interne year’s training, 
limiting the teaching of special technics for those 
who are to go directly into the specialties. 


A review of the membership of the Commission 
is quite interesting. It is distinctly a commission 
of specialists and, to an overwhelming degree, 
professors from medical schools. A history of the 
medical development of these distinguished and 
learned men is not available, but, if there are 
among them any considerable number who have 
been in the general practice of medicine in com- 
munities where the health of the common people 
has been their responsibility, the memories o! 
their problems at that time must have faded con- 
siderably. 

Despite occasions in which the good old genera‘ 
practitioner is praised and commended, the con- 
glomerate thought indicates this conception of < 
family doctor—only an agent to direct the patient 
who has more than a common cold or acute en- 
teritis, to the designated specialist. Quoting isolat- 
ed paragraphs from a book of this nature is boti 
unfair and unsatis;actory, however, it is safe to 
repeat that considerable emphasis is placed on the 
error of teaching special technics to the genera! 
interne. Any general practitioner who reads the 
section on interneships cannot but feel that the 
Commission has “missed the bus.” 
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The general practitioner is the backbone of 
medicine in the United States. No matter what 
group of specialists decide otherwise, the curtail- 
ment of activity of the general practitioner will 
spell doom to the private practice of medicine. 
There are only a scattered few family doctors who 
are not seriously concerned with the welfare of 
their patients and thus will treat and advise them 
to the greatest good to the patient, referring when 
social and physical need indicate; but even those 
few who do not know their limitations are safer 
oractitioners than the number of specialists who 
do not recognize their own limitations. 


Economically, it is necessary that the man in 
‘he field be able to do most of the not-too-highly 
specialized services if he desires to make a living 
privately. Five years of medical training should 
vive him this comparative ability. If it does not 
then it is undergraduate education that has failed 
and not the general practitioner. 

Still more important, it is necessary that the 
general practitioner be trained to perform these 
services to save a large number of the people 
the necessarily higher expense of consultation 
with the specialist. Free and part-pay clinics in 
the larger cities cannot take the place of the 
well-rounded family doctor. It is not necessary 
to list the other phases of the practice of medi- 
cine which the Commission is seeking to change. 
May the time never come when the general prac- 
titioner is only soliciting agent for the specialist. 
For when that time comes, one of the greatest 
of private industries (according to a government 
attorney) will become a government bureau. 

Nearly four-fifths of the practicing physicians in 
the United States are in general practice of medi- 
cine. Why a small part of the one-fifth should 
attempt to dictate the educational requirements of 
this very large majority seems a bit out of line. 
When the general practitioners will organize a 
similar commission and lay down the principles 
under which the man in the field can be best 
trained to serve the American people then will the 
democratic practice of medicine be guaranteed to 
the pro/jession and to the country. 

This group of specialists may well regulate the 
special training for specialists and no one can deny 
their capability and, perhaps, their right, but in 
outlining suggestions for general interneship they 
demonstrate their disregard of the problem of the 
general practitioner and tend to destroy the basis 
of the private practice of medicine. 

—Jour. M. S. M.S. 





PUBLIC HEALTH MEETING 


The annual meeting of the Western Branch, 
American Public Health Association, will be held 
at Hotel San Diego, San Diego, Calif., from May 26 
to May 29, inclusive. Plans are being laid to build 
this meeting around the National Defense Program 
as it affects the public health worker. There will 
be sessions on housing, venereal disease, maternal 
and child hygiene, industrial hygiene and sanitary 
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engineering. All of these sessions will consider the 
problems from the national, state and local view- 
point as well as from the military viewpoint, and 
also from the health education and nursing aspects 
of these problems. 

The session on housing will be presided over by 
Dr. Bertram P. Brown, director, California Depart- 
ment of Public Health. 

It is hoped that Dr. Edith P. Sappington, regional 
medical consultant, Children’s Bureau, U. S. De- 
partment of Labor, will preside at the maternal and 
child hygiene session. 


Dr. K. F. Meyer, director, Hooper Foundation of 
Medical Research, San Francisco will lead the ses- 
sion on communicable diseases. 


Frederick Carlyle Roberts, Jr., state sanitary en- 
gineer Arizona State Board of Health, will lead the 
session on industrial hygiene and sanitary engi- 
neering. 


Dr. William F. Snow, chairman, executive com- 
mittee, American Social Hygiene Association, will 
preside over the venereal disease session. 

Dr. Reginald M. Atwater, executive secretary, 
American Public Health Association, will lead an 
important discussion on the strengthening of our 
local health departments as a means of aiding in 
the National Defense Program. 


The opening meeting will present as the speaker 
of the day, Dr. W. P. Shepar president, Western 
Branch, American Public Health Association. On 
the same program, Dr. J. C. Geiger, director, San 
Francisco Department of Public Health, will speak 
on the subject, “England’s Wartime Experience in 
Public Health and What We in This Country Can 
Learn from It.” Also there will be an address by 
Dr. W. T. Harrison, medical director, liason officer, 
U. S. P. H. S., care of Ninth Corps Area, on “The 
Public Health Program in Areas Adjacent to Mili- 
tary Centers.” 


James G. Stone, executive secretary, Los Angeles 
County Tuberculosis and Health Association, who 
is the chairman of the program committee, assures 
us that this program will not lag for one moment 
from Monday morning until Thursday night except 
for Wednesday afternoon, which will be left open 
for meetings of affiliated groups and for recreation. 





CHIROPRACTIC LEGISLATION 


Two measures introduced in the Texas Legis- 
lature at this session would give statutory author- 
ity to chiropractic in Texas, but the two differ 
widely and one should be given scant consideration. 
The bill carefully drawn by the Texas Chiropractic 
Research Society, a chartered organization of the 
state is asound measure that within definite limits 
will, if adopted, permit under competent state 
supervision, practice by a school of thought that is 
entitled to prove or disprove its theory. The other 
and objectionable bill is one that would permit 
chiropractors to engage in practically all forms of 
medicine, regardless of training. 

The research society’s bill defines chiropractic 
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as “the science of palpating and adjusting the ar- 
ticulations of the human spinal column,” and limits 
eligibility to Texas practice to graduates of recog- 
nized chiropractic schools or colleges. An examin- 
ing board would be created to license applicants 
whose practice would be strictly limited to their 
field of study. 

Texas chiropractors agree with the generally 
hostile medical profession that this state has been 
made the dumping grounds of all sorts of alleged 
chiropractic. Many supposed chiropractors in Texas 
cannot practice in states that have legalized chiro- 
practic itself. 

The healing art is not a closed subject. Cer- 
tainly deserving of help is a movement within a 
comparatively new school to keep its skirts clean, 
to avoid encroaching on older recognized branches 
and to assure training and competence on the part 
of the men and women entitled to practice in a 
field that is claimed to have accomplished good.— 
Dallas News, March 6, 1941. 


WHAT IS A HOSPITAL? 

Primarily, a hospital is a building in which nurs- 
ing and medical care may be given in a more 
efficient manner than at home. Speaking bluntly, 
without physicians there could be no hospitals. 
Yet, to a more or less increasing degree, the med- 
ical profession, which is the most important part 
of the hospital setup, has been subjugated to play 
a very minor role in determining the policies and 
practical administration of the hospitals. This is 
especially true in the larger centers. 

A perusal of some recent literature seems to es- 
tablish that the hospital is extending its direction 
to purely medical subjects. An excursion into the 
realms of the possible extent of such domination by 
the hospital boards over the medical profession 
would be classified as subversive activities by some 
of these boards. Certainly, the intrusion has in- 
creased markedly in the past 20 years; and if this 
is to continue, there will be as much obstruction to 
the private practice of medicine through this dom- 
ination as through political regimentation. 

The solution is easy in theory but difficult in 
practice. Insistence by the profession of its in- 
herent right to supervise and direct all purely med- 
ical problems is essentially all that is necessary. 
Some of the reasons why it is difficult to establish 
this right may well be considered even though they 
may not be entirely uncontroversial. 

Most physicians agree that a closed staff is fer- 
tile ground for spreading discord among the pro- 
fession. At least in many cases hospital superin- 
tendents will play one staff member against an- 
other in order to persuade them into relinquishing 
some of their inherent rights. One very well-known 
physician stated not long ago that he had to take 
certain orders of a strictly professional matter from 
the superintendent of his hospital because if he 
refused he would be forced to resign and there were 
ten others ready to step into his place. He realized 
that maintaining his practice depended to a con- 
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siderable extent upon the legitimate “advertising” 
which his position automatically gave him. 

It is well known that in those districts in which 
the physicians have insisted upon open staffs, and 
fought valiantly to retain the administration of 
medical problems through their county medical so- 
ciety, division of medical forces has not been pos- 
sible and the profession has maintained its leader- 
ship in medical problems. 

Another dangerous precedent is in allowing the 
appointment of the staff of the superintendent and 
his governing lay board. It seems uncontradictable 
that the profession should be able to select its med- 
ical leaders more intelligently than a lay board. 

Another highly explosive factor is the free and 
the part-pay clinic. It is safe to say that in most 
instances the physician who is, after all, the one 
indispensable factor in providing the service has 
absolutely no control over what patients may be 
included, and often but little control over what the 
treatment should be. 


Perhaps the solution is too complex for a local 
or state movement and it may be that the Amer- 
ican Medical Association will be forced into pro- 
mulgating some definitely constructed principles 
regarding the rights and privileges of the physician 
in the hospital. 

The trend is dangerous and many besides the 
alarmists feel it has already reached a serious state. 

—J.M.S.M.S. 


POLYPS OF COLON 


1. All polyps of the colon and rectum must be 
considered as being malignant until proven other- 
wise. 

2. Polyps of the rectum or sigmoid are found in 
5% of all persons examined with the sigmoidoscope 
irrespective of whether they have symptoms of the 
lesion or not. 

3 The principal sign leading to a suspicion of 
polyp or polyps is bleeding. One should never as- 
sume that a fissure, fistula or hemorrhoid is the 
cause of bleeding per rectum until a proctosigmoid- 
oscopic examination demonstrates the absence of 
polyp or cancer above the obvious pathology which 
may be present. Even today more than 25% of all 
cases of cancer of the rectum and rectosigmoid 
give a history of treatment for hemorrhoids usually 
by quacks, before they come to a final correct di- 
agnosis. 

4. The contrast barium roentgenographic study 
should be used far more frequently than it is to- 
day. It should come after the proctosigmoidoscopic 
examination. 

5. The finding of one polyp in the colon or rec- 
tum should give added impetus to a careful and 
complete examination of the colon and rectum by 
the internist, surgeon, proctologist and roentgenolo- 
gist. 

6. The incidence of cancer of the colon and rec- 
tum will be cut down markedly when we learn to 
treat polyps of the colon before they have become 
malignant, and not afterward.—Mil. Surg. 
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STAPHYLOCOCCUS AREUS MENINGITIS 

Sulfathiazole, the latest addition to the sulfanila- 
mide family, proved effective in bringing about the 
recovery of a child suffering from staphylococcus 
aureus (a yellow pus-producing bacterium) menin- 
citis (inflammation of the membranes surrounding 
the spinal cord and brain), Frederick W. Dietel, 
M.D., Churchville, N. Y., and Albert D. Kaiser, 
M.D., Rochester, N. Y., report in The Journal of 
ihe American Medical Association. 

Staphylococcus aureus as a causative agent of 
meningitis is comparatively unusual in children, 
but when it does occur the mortality rate is high. 
In the case reported by the two physicians the drug 
was administered by mouth daily for a period of 9 
cays. “At the end of 3 weeks there was complete 
recovery,” they say. 


POTASSIUM CHLORIDE AND HAY FEVER 

The administration of potassium chloride for hay 
fever by a method previously reported as being suc- 
* cessful gave no relief to 38 of 40 patients, Hyman 
Miller, M.D., and George Piness, M.D., Los An- 
geles, report in The Journal of the American Med- 
ical Association. 

The two patients who were relieved obtained as 
good results from the use of solutions of potassium 
bicarbonate and sodium chloride. All treatments 
were given in unlabeled bottles so that the patient 
would not know which remedy he was receiving 





SOUTHWESTERN MEDICINE 95 


and thus would not be influenced by previous con- 
ceptions of its effectiveness. 


OLD TUBERCULOUS PATIENTS FOCI 

Treatment of older patients suffering from tuber- 
culosis is one our major problems in the eradica- 
tion of the disease. A third of the patients in 
sanatoria are over 40 years of age. Temporary 
forms of collapse treatment in older patients are 
less apt to be successful than the permanent form 
provided by thoracoplasty. One hundred and sixty- 
two patients between the ages of 40 and 65 treated 
by thoracoplasty showed improvement of 84%, with 
35% returning to work.—Richard H. Overhold. 
M. D., Am. Rev. Tuberc., Feb., 1940. 





BLOOD FOR THE BRITISH 
(Continued from page 85) 


more easily stored, deteriorate more slowly, and 
chance bacterial contaminants will not grow in 
the dried state under vacuum. It is felt, however, 
that a larger and more thoroughly controlled series 
of clinical trials should be reported before large 
quantities of these dried materials are released for 
general use. Operating efficiency and capital out- 
lay are the principal determining factors in the 
choice of a drying apparatus, since there are no 
essential differences reported to date in the efficacy 
of the product produced by the various systems now 
advocated. 


(1) Report of the Blood Transfusion Association; 2 East 


103d Street, New York City. 
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LETTERS HOME 





Many Southwestern physicians are now in service with the 
U. 8S. Army or Navy. Some of their experiences, new to them, 
old to veterans of the last war, will be published from time 
to time in this column. 

U. S. Naval Reserve Air Base, Dallas, Texas. 

Not so long ago, on the golf couse at El Paso 
Country Club, I was introduced to a young medical 
officer from Fort Bliss. “Glad to know you, doc- 
tor!” I said. “It’s lieutenant”, said he. Amused, 
a little irritated, I rather impolitely stated that 
the proudest title, after all, that any of us could 
possess is “doctor”. Grins broke the slight tension. 
But a state of mind was displayed here that set 
me to wondering. And now I’m on the other side 
of the fence, so to speak. Meaning that now there 
is another title to cope with. And so many as- 
pects of life are so very different in the realm of 
the military. 

On a busy day at the office the postman hand- 
ed me a letter from the Navy Department. From 
that moment changes began to occur, and the old 
way of life was shelved. That trip I wanted to 
make to Phoenix, that visit to Santa Fe and Raton 
this Spring, the tree I expected to plant in the 
back garden—why, that letter stopped all these. 
At war? Well no, I guess. And I’d always thought 
that I’d only be called in case of actual warfare. 
But here was the call, and to a vital job. So cheerio, 
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rent the house to some stranger, pay up life in- 
surance for a year in advance, store furniture, 
pack uniforms, kiss the wife and babies, jump in 
the car and drive away—not too fast at first, lest 
my beloved mountains fade away too soon. Not 
too many handshakes before leaving—always hat- 
ed to say goodbye to friends, and wouldn’t speak 
to enemies, anyway. 

So to report to the Commandant of the: new 
primary training base, where the Navy will work 
over prospects for Pensacola and Corpus Christi. 
Seeing Dr. Vincent Ravel, here on duty with the 
recruiting service of the Navy. The new base here 
is under construction, is going up fast. There are 
about 14 of these inland bases operated by the 
Navy. Cadets get primary flight training at these 
points, are then sent to advanced training at one 
of the Air Stations on the Gulf coast. From there 
they go, upon graduation, to the fleet. I learn 
that additional duty has been assigned me as a 
member of a board of selection, established in 
downtown Dallas. This Board examines prospec- 
tive cadets, appoints them to various air bases. 
Flying officers and flight surgeons make up the 
Board. The young applicant gets a real combing 
over when he appears before one of these groups. 
Physically, mentally. (I wonder if anyone knows 
about that small, useful house I tipped over one 
Hallowe’en so long ago.) So, to date, that is my 
contribution to this war, or whatever you call it. 
No glamor about that, is there? 























New Oil-Immersed Shockproof | 


Bedside Unit | 


—This latest achievement by Keleket 
ideally fulfills the modern requirements 
for bedside work, as a full range auxiliary 
unit in the main laboratory, or as a mo- 
bile X-Ray apparatus in the Emergency 
Receiving Room. 


Its shockproof head may be positioned in 
actual contact with patient if necessary, 
permitting radiography at the most dif- 
ficult angles. 





Its extreme lightness in weight, due to 
ingenious elimination of heavy counter- 
weights assures greater ease in handling. 
Your inspection of this modern, depend- 
able and high capacity unit is invited— 


Call or write your Authorized Keleket 
Agents. 
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PERFECTED (Gontecnone AND Coquipment 


-»-- ANOTHER RESPONSIBILITY 


The VACOLITER 


A Container-Dispenser with 
10 Distinctive Advantages 


A complete solution 


centainer - dispenser 


Embossed metal disc 
identifies contents 


Exclusive, 5-unit, 
TAMPER-PROOF 
a hc : 2 f 
phragm gives positive 

proof of vacuum 


Annealed glass with 
specially treated in- 
mer surface insures 
lasting: quality 


Permanently at- 
tached band and bail 
originated by Baxter 
~make Vacoliter 
more convenient 


Tn the highly perfected TRANS- 


FUSO-VAC* container and its 
accessories, Baxter has given the 
profession a widely accepted new 
technique of indirect BLOOD 
TRANSFUSION that bridges 
time and space with unbroken 
asepsis. With it one operator can 
perform the entire sequence — 
Drawing, Citrating, Transporting, 
Storing, Filtering and Infusion— 
with no break in asepsis and no 
waste of blood. On request, profes- 
sional bulletin discussing the ease, 
certainty and economy of this new 


technique of blood transfusion. 


. 


Calibration molded 


in the glass 


In removing seal, 
operator is prompted 
tocheck vacuumand 
type of solution 


Pear-shaped orifices 
j hold dispensing 
equipment firmly 


reo Serially numbered 


label put on as ex- 
clusive one-batch 
operation — rigor- 
ously checked for 
control 


Air tube insulates 
solution against 
contact with incom- 
ing air 


The TRANSFUSO-VAC 


A complete closed tech- 
nique for Blood Transfusion 


Six sizes and solu- 
tion types available, 
identified by batch 
and inspection refer 
ence on label 


Solution is sterile 
and pyrogen-free 
2 sodium citrate 
in physiological 
solution of sodium 
chloride 


Container embodies 
original, exclusive 
features of Vacoliter, 
with others of im- 
portance 

Second label pro- 
vides for record of 
contents in use 


OF LEADERSHIP 


Parenteral Solutions must be 
instantly available — so conven- 
iently and dependably contained 
that delay or contamination can 
not occur. As a pioneer and leader 
in the field, Baxter has developed 
in the distinctive VACOLITER, 
with its exclusive visible index of 
vacuum, a container that renders 
hospital, physician and nurse a 
completely satisfactory service. 


Baxter’s Parenteral Dextrose and 
Saline Solutions are pure, uni- 
form, stable—SAFE—and avail- 
able everywhere in wide variety. 
To the hospital, they represent 
the utmost in true economy. De- 
scriptive bulletin on request. 


Vacuum provided 
will draw desired 
quantity of blood 
and leave adequate 
vacuum, visibly 
proved by dimple in 
diaphragm 


Tamper-proof cap 
indicates 250, 500 or 
750 cc. use 


X clearly identifies 
site for insertion of 
needle 


Micrometer-fitted 
Valve gives finger-tip 
control of blood flow 


Stainless steel Filter- 
drip prevents passage 
of blood clots 

Tube and Needle Sets 


adapt Transfuso-Vac 
to varying needs 
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The terse endorsement on my orders “No pub- 
lic quarters suitable to your rank are available at 
this station” meant a long, tiresome search for a 
house for the family. Days later, the place was 
found, 6 miles from downtown, and the wife and 
babies sent for. Amid cold rain and fog we moved 
in. And for days no sunshine, just constant rain— 
not long ago I took the glorious sunlight for grant- 
ed, out in the Southwest. 

New friends, busy at a very serious job—all 
wondering what next, and whither? Well, let’s all 
guess, and meanwhile—on with the job! 

—M. P. SPEARMAN. 


(Dr. Spearman is a lieutenant ,senior grade, in the U. 8S. 


Naval Reserve.) 


Effective, Convenient 


THE effectiveness of Mercurochrome has been 
demonstrated by twenty years’ extensive clinical use. 


For the convenience of physicians Mercurochrome 
is supplied in four forms—Aqueous Solution for 
the treatment of wounds, Surgical Solution for 
preoperative skin disinfection, Tablets and Powder 
from which solutions of any desired concentration 
may readily be prepared. 


Merewrorchrvome, AUD. 


(dibrom-oxymercuri-fluorescein-sodium) 


is economical because solutions may be dispensed 
at low cost. Stock solutions keep indefinitely. 


Mercurochrome is accepted by the 
Council on Pharmacy and Chemistry of 
the American Medical Association. 


Literature furnished on request 


HYNSON, WESTCOTT & DUNNING, INC. 
BALTIMORE, MARYLAND 
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BOOK NOTES 





ELECTROCARDIOGRAPHY IN PRACTICE: By Ashton Gray- 
biel, M. D., Instructor in Medicine, Courses for Graduates 
Harvard Medical School; Research Associate, Fatigue Labora- 
tory, Harvard University; Assistant in Medicine, Massachus- 


etts General Hospital; and Paul D. White, M.D.; Lecturer in 
Medicine, Harvard Medical School; Physician, Massachusetts 


General Hospital, in charge of the Cardiac Clinics and Lab- 
oratory. 319 pages with 272 illustrations. Philadelphia and 
London: W. B. Saunders Company, 1941. Cloth, 176.00. 


Copiously illustrated with electrocardiograms of 
actual cases, this volume should be of splendid 
help to the practitioner. There is not so much 
theoretical discussion of the principle of electro- 
cardiography in the volume. It is calculated to 
be rather a source of friendly aid to its possessor. 
The book should well fulfill that purpose. 


NEOPLASTIC DISEASES: By James Ewing, A.M., M.D., Sc 
D., LL.D. Professor of Oncology at Cornell University Medi- 
cal College, New York City; Consulting Pathologist, Memorial 
Hospital. Fourth Edition, Revised and Enlarged. 1160 pages 
with 581 illustrations. Philadelphia and London: W. B. Saun- 
ders Company, 1940. Cloth, $14.00. 

There seems to be little need to review this well 
known work. It can be said that the physician who 
is not familiar with this text can hardly know 
much concerning the pathology of new growths. If 
one is to speak at all authoritatively on this sub- 
ject one must have a working knowledge of Ewing’s 
book. 


CLINICAL PELLAGRA: By Seale Harris, M. D., Professor 
Emeritus of Medicine, University of Alabama. Birmingham, 
Alabama. 494 pages with index. Illustrated. St. Louis; C. V 
Mosby Company. 1941. Cloth. $7.00. 


A great deal has been learned concerning the 
“Scourge of the South” in the last few years. 
These latter day revelations are well presented in 
this book. During 1936 there were reported 3,401 
cases of pellagra in the South compared with 339 
in all the other states. In 1929 the South report- 
ed 7,358 cases as compared with 265 elsewhere in 
the country, thus it is rather appropriate that 
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Southerners have authored the present volume 
and in the doing have accomplished an excellent 
job. 


FOREIGN BODIES LEFT IN THE ABDOMEN: By Harry 
Sturgeon Crossen, M.D., School of Medicine, Washington Uni- 
versity, and David Frederic Crossen, Ll. B, School of Law, 
Washington University, St. Louis, Mo. 762 pages with index 
and illustrations St. Louis. C. V. Mosby Company. 1941. 
Cloth. $10.00. 


This book carries a multitude of good case re- 
ports concerning foreign bodies left in the abdom- 
inal cavity. A number of novel, useful methods of 
preventing such accidents are presented. There is 
an extremely good chapter on the medico-legal as- 
pects of this unfortunate and rather common type 
of surgical complication. Interesting diagnostic 
n:ethods are presented. 


METHOD OF TREATMENT: By Logan Clendening, M.D., 
Clinical Professor of Medicine, Medical Department of the 
University of Kansas; Attending Physician, University of Kan- 
sas Hospitals, and Edward H. Hashinger, A.B., M.D., Clini- 
cul Professor of Medicine, Medical Department of the Univer- 
sity of Kansas; Attending Physician, University of Kansas 
Hospitals; Attending Physician, St. Luke’s Hospital, Kansas 
City, Mo. Seventh Edition, 997 pages. Illustrated. St. Louis. 
C. V. Mosby Company. 1941. $10.00. 


As an under-graduate the reviewer found an 
earlier edition of this work one of his most inter- 
esting text books. It was no task at all to read 
one’s assignments in this book. At this later time 
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this text still manages to furnish a very lot of 
practical information in a highly interesting man- 
ner. Just about every method of treatment of 
disease known to man is covered in this book. The 
index makes it especially easy to locate desired 
information. This new edition has been brought 
out to conform with the latest U. S. Pharmaco- 
poeia. 





BRIEF HISTORICAL NOTES ON MEAD’S 
CEREAL AND PABLUM 

Hand in hand with pediatric progress, the in- 
troduction of Mead’s Cereal in 1930 marked a new 
concept in the function of cereals in the child’s 
dietary, For 150 years before that, since the days 
of “pap” and “panada,” there had been no note- 
worthy improvement in the nutritive quality of 
cereals for infant feeding. Cereals were fed prin- 
cipally for their carbohydrate content. 

The formula of Mead’s Cereal was designed to 
supplement the baby’s diet in minerals and vita- 
mins, especially iron and B:. How well it has suc- 
ceeded in these functions may be seen from two 
examples: 

(1) As little as one-sixth ounce of Mead’s Cereal 
supplies over half of the iron and more than one- 
fifth of the vitamin B: minimum requirements of 
the 3-months-old bottle-fed baby. (2) One-half 
ounce of Mead’s Ceral furnishes all of the iron 
and two-thirds of the vitamin B: minimum require- 
ments of the 6-months-old breast-fed baby. 

That the medical profession has recognized the 
importance of this contribution is indicated by the 
fact that cereal is now included in the baby’s diet 
as early as the third or fourth month instead of 
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at the sixth to twelfth month as was the custom 
only a decade or two ago. 

In 1933 Mead Johnson & Company went a step 
further, improving the Mead’s Cereal mixture by 
a special process of cooking, which rendered it 
easily tolerated by the infant and at the same 
time did away with the need for prolonged cereal 
cooking in the home. The result is Pablum, an 
original product which offers all of the nutritional 
qualities of Mead’s Cereal, plus the convenience 
of thorough scientific cooking. 

During the last ten years, these products have 
been used in a great deal of clinical investigation 
on various aspects of nutrition, which have been 
reported in the scientific literature. 

Many physicians recognize the pioneer efforts 
on the part of Mead Johnson & Company by speci- 
fying Mead’s Cereal and Pablum. 
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